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INTRODUCTION 


1949 JEcHERs, McKusick, AND Katz brought 
my to the attention of the profession an obscure but 
M@ previously described syndrome consisting of 
'@ “generalized intestinal polyposis and melanin 
spots of the oral mucosa, lips, and digits.’’ Since 
the syndrome had apparently been initially 
described by Peutz (1921) no originality was 
claimed, but the credit for its rediscovery and 
establishment as “‘a syndrome of clinical signif- 
icance” most certainly rests with these authors. 

Prior to publication of the aforementioned 
article, only 12 proved, and 9 possible cases were 
known to exist. Jeghers et al., described 10 cases, 
and since then at least 52 additional cases (in- 
cluding our own) have been recorded. Several 
equivocal cases which possibly represent exam- 
ples of this syndrome have been omitted from 
the current review because of the absence of 
absolute confirmatory data. Scarcely a month 
passes that at least one additional case cannot 
be found in the current journals; it seems certain 
that many cases continue to pass unrecognized. 

The knowledge that such a syndrome exists 
is of value to all members of the profession re- 
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gardless of the nature of their practice or area 
of specialization. However, it is imperative that 
the surgeon be familiar with the various facets 
of the disorder for it is he who is ultimately con- 
sulted and renders definitive treatment. It is 
remarkable that such a simple clinical sign 
(melanin spots) should provide the solution to 
the diagnostic problem of abdominal pain and /or 
intestinal obstruction, yet such is the circum- 
stance in the condition under discussion. 

Most of the material published since 1949 
has been in the form of isolated case histories, 
the largest series consisting of only 4 patients. 
In the review of these articles appreciable varia- 
tion has been noted. It is the purpose of the 
authors to describe 2 additional cases and sum- 
marize the contributions to the literature since 
the monumental study of Jeghers et al. 


CASE REPORTS 


Case 1. F. P., a 14 year old white female, was 
admitted to the Ellis Fischel State Cancer Hos- 
pital on February 27, 1953. For approximately 
one year she had experienced recurrent episodes 
of lower abdominal cramping, nausea, and vom- 
iting, persisting usually for 3 to 7 days. These 
were said to occur most frequently during the 
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Fic. 1. Case 1. Labial pigmentation. 


days preceding menstruation. Accompanying 
the abdominal discomfort was the passage of 
mucoid material per rectum and, less fre- 
quently, rectal bleeding. 

On May 23, 1952, after a 10 day illness con- 
sisting of nausea, vomiting, and abdominal pain, 
laparotomy had been performed elsewhere. A 
gangrenous appendix was removed and a seg- 
ment of ileum resected because of an irreduci- 
ble intussusception. Further exploration was not 
accomplished because of the patient’s poor con- 
dition. She was discharged, apparently well, on 
the eleventh postoperative day only to return a 
few days later because of fever and vomiting. 
She responded to conservative measures and 
was discharged without further surgical inter- 
vention. 

Despite the operation, the symptoms persisted 
intermittently. On one occasion (intermenstrual) 
sigmoidoscopic examination was negative; on 
another, during a symptomatic episode <nd 
coincidentally during menstruation, a “poly- 
poid rectal growth” was noted which on biopsy 
revealed a “benign adenoma.” Because of this 
coincidence and the patient’s statement that 
symptoms usually immediately preceded the 
onset of menstruation, the findings were er- 
roneously interpreted as being secondary to en- 
dometriosis and the patient was referred with 
this tentative diagnosis. 

Systemic review was negative except for 
chronic constipation and congenital ptosis of the 


right eyelid. The menstrual history was no 
otherwise significant. The pigmentary change 
to be described were noted during infancy by 
apparently were not present at birth. 

Physical examination revealed a well de. 
veloped, well nourished white female weighin 
96 pounds. She was of light complexion with 
hazel eyes and medium brown hair. Scattered 
over her face, but most intense about the mouth, 
were numerous pigmented spots of various 


shades of brown measuring 1 to 2 millimetenf 


in diameter. Similar areas were present on the 
cutaneous and mucosal aspects of the lips and 
over the buccal and gingival mucosa (Fics. | 
and 2). The oral mucosa was not otherwise in. 


Pelvic and rectal examinations revealed no ab- 


normality. Neurological examination was nega- | 


tive. 


Laboratory data. Hemoglobin was 11.6 grams} 
hematocrit 40. The complete blood count wa} 
otherwise within a normal range. Urinalysis and f 
serology were negative. Gastric analysis revealed 
no free hydrochloric acid in the fasting specimen; 


Fic. 2. Case 1. Buccal pigmentation. 
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following histamine administration there was 
a maximum of 24 units. The stool was negative 
for occult blood on three occasions. Biopsy of 
the mucosal spots revealed melanosis but the 
peculiar pattern of pigment deposition described 
by Jeghers was not present. 
Roentgenologic data. The chest roentgenogram 
) was negative. The initial study of the upper 
gastrointestinal tract was negative but repeat 
examination revealed numerous gastric polyps 
(1 to 3 millimeters in diameter) located predom- 
inantly along the greater curvature in the an- 
trum. No polyps were demonstrated on exam- 
ination of the small bowel despite the fact that 


in-F) exceedingly careful study was done, the roent- 


genologist having been advised in advance of 
) the nature of the syndrome and the certainty 
of their existence. A barium enema revealed a 
5 centimeter polyp in the proximal portion of 
the sigmoid. 

Endoscopic examinations. Repeated sigmoido- 
scopic examinations failed to reveal any ab- 
normality. (The patient remained essentially 
asymptomatic during the period of preoperative 
investigation; colocolic intussusception did not 
recur, and the sigmoid polyp was not visualized, 
as it had been by the referring physician.) 
Esophagoscopy was negative. Gastroscopy re- 
vealed numerous small polyps scattered through- 
out the visualized portion of the stomach. 

Hospital course. Following an extensive pre- 
operative investigation laparotomy was per- 
formed on March 18, 1953. Exploration was 
negative except for the gastrointestinal tract. 
Numerous small polyps could be palpated in the 
stomach. Gastrotomy revealed the largest polyp 
to be 1 centimeter in diameter; about 15 others 
were visualized, varying in size from 1 milli- 
meter to 1 centimeter, some being mere mucosal 
nodulations (Fic. 3). The largest polyp was ex- 
cised for histologic study. Numerous polyps were 
palpable throughout the jejunum and ileum, the 
largest measuring 1.5 centimeter. Several of the 
larger polyps were removed through multiple 
enterotomies but, as with the stomach, total 
ablation of the polypoid disease was not con- 
sidered feasible. The sigmoid colon was found to 
be the site of a colocolic intussusception, the 
over-all length of which was 20 centimeters. The 
intussusception had as its head the large polyp 
previously demonstrated following the barium 
enema; it was readily reduced, the bowel opened, 
and the polyp excised. No other colonic polyps 


pe 


Fic. 3. Case 1. Multiple gastric polyps. 


were visualized or palpated. The postoperative 
course was uneventful and the patient was dis- 
charged on the twelfth postoperative day. All of 
the polyps were benign on histologic examina- 
tion (R. E. Johnson). 

Subsequent course. The patient has been seen on 
numerous occasions since surgery. She has main- 
tained a weight gain of 22 pounds despite oc- 
casional transient episodes suggestive of recur- 
rent obstruction of the small bowel (intussuscep- 
tion). Subsequent roentgenologic study of the 
small intestine has failed to reveal polyps, even 
though numerous small tumors are known to 
exist. Repeat sigmoidoscopy has been negative. 
One examination revealed a breast nodule; a 
fibroadenoma on histologic study. 

Family history. The patient’s parents were of 
German-Irish descent. The mother, one of 8 
children, is living and well with neither gastro- 
intestinal complaints nor “spots.” The father, 
one of 3 children, died at the age of 47 from a 
coronary occlusion (coroner’s report). He had no 
spots and there was no history suggestive of 
polyposis. In neither family was it possible to 
establish the presence of either melanotic spots 
or polyposis in a member of preceding genera- 
tions. The patient’s mother had remarried but 
no children resulted from this union. 

The patient had 7 siblings. All but 2 were 
entirely free of signs of the disease. One sister, 
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age 25, had one spot on the lower lip but com- 
plete roentgenographic study of the gastroin- 
testinal tract revealed no evidence of polypoid 
disease; however, this is not conclusive proof 
of its absence. She had never had symptoms sug- 
gesting gastrointestinal involvement. The his- 
tory of the other sister follows. 

Case 2. V.P. J. is currently 38 years of age. 
It had been noted that in infancy she had the 
same pigmentary anomaly involving the lips, 
oral mucosa, and perioral skin. The pigmenta- 
tion was more pronounced than in the younger 
sister. At the age of 3 months a polypoid mass 
prolapsed through the anus and was subse- 
quently removed. We were unable to ascertain 
the exact nature of this lesion. A similar sequence 
occurred when she was 12 years old. At age 29 
(September, 1946) she was hospitalized because 
of obstruction of the small bowel. A mass was 
present in the left side of the abdomen. Sigmoid- 
oscopy revealed numerous small polyps. A 
barium enema showed polyposis of the entire 
colon. At laparotomy an ileoileal intussusception 
secondary to an ileal polyp was noted. The 
descending colon was “‘one mass of polyps.”’ Seg- 
mental resection of the small bowel and partial 
colectomy on the left side were done with satisfac- 
tory recovery. All the lesions were benign. 

She remained more or less asymptomatic 
until 1950 when weakness, weight loss, vomiting, 
and rectal bleeding occurred. Laparotomy re- 
vealed a large polyp at the hepatic flexure pro- 
ducing partial obstruction. An iliocecal intus- 
susception was also present with a polyp as the 
inciting agent. Both polyps were removed. The 
“inside of both the ileum and colon were found 
to be studded with hundreds of polyps.’’ There 
was no evidence of cancer. ; 

The patient has remained well since this op- 
eration and has now survived almost 38 years 
since the initial clinical manifestation of the dis- 
ease. (We gratefully acknowledge the aid of 
James W. Mounsey of Spokane, Washington 
and Bernard P. Strouth of Council, Idaho for 
providing much of the data on their former pa- 
tient.) 


REVIEW OF THE LITERATURE 


Age at Diagnosis 


The following data refer to the age of the pa- 
tient at the time of diagnosis rather than at the 
onset of symptoms. This is emphasized because 


very frequently symptoms had been present fy; 
many years before the diagnosis was established, 

Of the 52 patients comprising this report the 
youngest was 4 years of age and the oldest wa 
77. The majority of the cases, however, wer 
recognized during the second and third decade; 
of life. Thirty-four patients (65 per cent) wer 
between the ages of 10 and 29 years, inclusive, 
with almost equal distribution between the ? 
decades. There were 7 patients below the ag 
of 10 years and 7 patients between the ages of 


30 and 35 years. Only 4 were over this age} 


(Table I). A similar age distribution was noted 


in the smaller series previously tabulated by 


Jeghers et al. 
Duration of Symptoms 


It was possible to tabulate the duration off 


symptoms in 45 of the 52 patients. At least one 
patient, perhaps several, was asymptomatic, hav- 
ing been discovered in a study of the family ofa 


patient with the disease. A few patients were 


seen within hours after the onset of symptoms and 


were subjected to laparotomy shortly thereafter, f 
which provided an insight into the nature of the f 
abdominal crisis and led to proper categoriza- f 
tion of the case. At the other extreme were pa- 


tients who had been symptomatic for periods as 
long as 29 and 33 years. 


The majority of patients, 25 of the 45 patients F 
(55 per cent) in whom this information was pro- f 
vided, had been symptomatic for less than 5 f 
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years. Ten patients (22 per cent) had had symp- F 


toms from 5 to 9 years. Five patients had been | 


symptomatic from 10 to 14 years, and an addi- 
tional 5 for 15 years or more. 


Age at Onset of Symptoms 


From the previous section it may be seen that 
the age at the onset of symptoms may be appre- 
ciably lower than at the time of diagnosis. Stated 
in another manner, the age of the patient at the 
time of potential or possible diagnosis is usually 
considerably lower than the age at which the 
diagnosis is actually established. This can be 
attributed in part to the lack of familiarity with 
the syndrome, and it is anticipated that the dif- 
ference in the age curves will progressively di- 
minish now that the disease is more generally 
known. 

The age at onset of the symptoms varied from 
several weeks to 77 years. One of the patients 
whose history we are reporting had prolapse of a 
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rectal polyp at the age of 3 months. The oldest 
patient in the series (age 77) had been sympto- 
matic for only 2 years. Fifteen patients developed 
symptoms prior to the age of 10 (33 per cent), 
16 between the ages of 10 and 19 (36 per cent), 
and 7 between the ages of 20 and 29 (16 per 
cent). Only 7 patients noted the onset of symp- 
toms after the age of 25 years (16 per cent) 
(Table I). 


Sex 


In the previously reported cases there has been 
no particular predilection for either sex. This 
’ continues to be true in all cases recorded to date. 
In the group herein reviewed there were 24 fe- 
males and 28 males. 


Family History 


Despite repeated observations concerning the 
familial nature of the disease, many authors con- 
tinue to ignore this aspect in reporting their 
cases. At times it may be difficult or even impos- 
sible to develop this facet, but since this is an 
important phase of the problem both academi- 
cally and practically, it is hoped that future au- 
thors will devote more attention to this feature of 
the syndrome. 

In 23 (44 per cent) of the 52 patients under 
consideration there was a positive family history 
of either spots, polyps, or both. In only 13 pa- 
tients (25 per cent) was the family history positive 
for both factors. In 14 patients the history was 
positive for polyps and in 22 patients, positive 
for the pigmentary anomaly (Table II). 

The readiness with which the melanin spots 
are visualized in contrast to the difficulty fre- 
quently encountered in demonstrating polyps 
probably is a significant factor in the greater 
frequency of the former. In many instances pa- 
tients were able to provide historical evidence of 
pigmentation in relatives, both immediate and 
distant, whereas a thorough study of relatives 
for gastrointestinal polyps was seldom accom- 
plished. 

There is little we can add to the knowledge of 
the hereditary aspects of the syndrome. Only 
rarely has the attempt been made to develop in 
detail the “family tree’ and in most instances 
this has met with failure. Among our own pa- 
tients there were 7 maternal siblings without 
known disease. Two siblings of the father had 
expired and as far as we could ascertain neither 
had shown evidence of the disease. There is as 


TABLE I.—AGE OF PATIENTS 
At onset 


At diagnosis of symptoms 


15 
16 
7 


5 
2 


52 


TABLE II.—POSITiVE FAMILY HISTORY 
Spots and polyps 


yet no definite evidence of the disease in any 
member of the subsequent generation. No infor- 
mation could be obtained regarding previous 
generations. These data are scarcely adequate, 
or sufficiently accurate, for construction of a 
genealogical table. 

Jeghers eé al. state that ‘‘the syndrome appears 
to be inherited as a simple mendelian dominant.” 
Both males and females carry the factor and 
there is a high degree of penetrance. They do not 
believe that gene linkage accounts for the coex- 
istence of spots and polyps, and hold “‘a single 
pleiotropic gene responsible for both charac- 
teristics.” 


Complexion 


In their extensive review Jeghers et al. placed 
considerable emphasis on the observation that all 
cases reported up to that time and all patients 
observed by them had been of dark complexion. 

In the cases subsequently reported it is true 
that the majority of the patients had relatively 
dark skin, hair, and eyes. On the other hand, it 
has been amply demonstrated that this is neither 
an essential nor constant feature of the syndrome. 
In at least 10 instances, ‘erms such as “light,” 
“fair,” “very fair,” and even “blonde” have been 
utilized in describing these patients. The eyes 
have been described as blue in a number of pa- 
tients. It would seem that the tendency of these 
patients to have a dark complexion has been 
overemphasized. 


Melanin Spots 


The presence of melanin “spots” about the 
mouth and face is one of the outstanding features 
of the syndrome. Jegherset al. discussed this aspect 
of the disease at considerable length. They re- 
viewed the pertinent information available and 
discussed its significance. It is suggested that 
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the interested reader refer to their article for a 
detailed discussion of the pigmentary aspects of 
the syndrome. A study of the 52 additional cases 
reveals little that differs from the original tabula- 
tion. It is pertinent, however, to present in detail 
the data so derived and point out the minor 
variations that have been noted. 

Gross appearance. There is little variation in the 
actual physical characteristics of the spots. They 
are practically always quite small, rarely exceed- 
ing 5 millimeters in diameter and are ordinarily 
considerably less. They are macules with well de- 
lineated margins and little tendency tocoalesce al- 
though they occur in close proximity. The color 
has been described as every conceivable shade of 
gray (black) and brown, from very light to very 
dark, and occasionally a somewhat bluish cast is 
noted. Those occurring on the skin are almost 
invariably a shade of brown, while those involv- 
ing the mucosal surfaces more frequently assume 
a grayish tint. While usually round or oval, an 
irregular form is occasionally noted, especially in 
the oral mucosa. 

Microscopic appearance. Jeghers et al. stated that 
microscopic examination “revealed the pigment 
deposits to be distributed in vertical bands 
through the epidermis.”” We were unable to 
verify this distribution of pigment. Only two 
other notations in this respect were found in this 
entire review; Troxell also failed to verify such a 
localization of pigment, and Stewart and Storey, 
on examination of a biopsy specimen of a lip 
spot, found a “nonspecific lentiginous type pig- 
mentation.” There would appear to be no par- 
ticular pattern which would delineate these from 
similar pigmented skin lesions on microscopic 
examination alone. 

Location. The distribution of the pigmented 
lesions is shown in Table III. 

It can be seen that the most common location 
is the mucosa of the lip and oral cavity; in fact, 
this is an almost constant feature of the disease. 
There were pigmented spots on the lips in almost 
every instance. Some portion of the oral mucous 
membrane was definitely involved in all but 6 
patients. It should be noted that in a few addi- 
tional cases pigmentation was either not men- 
tioned or the report was not specific in this re- 
gard, so that the figures presented represent the 
minimum. 

The area of pigmentation within the mouth 
varies. By far the most common site of involve- 
ment is the buccal mucosa; the gingiva and 


palate are involved with considerably less fre. 
quency, and the tongue and floor of the mouth 
are involved but rarely. As for the lips, it js 
generally noted that the lower lip is more fre. 
quently and more prominently pigmented than 
the upper, and the visible portion is less markedly 
involved than the dental aspect. It is difficult to 
tabulate these variations with accuracy since in 
most instances detailed information concerning 
the specific localization is not provided. 

Involvement of the facial skin also occurs with 
considerable frequency, being present in at least 
37 of the 52 patients. In most of the remainder 
no reference was made to this physical finding. 
From the examination of the available illustra- 
tions and observations in our own patients it 
is believed that the characteristic pigmentation 
when present is sufficiently striking to avoid con- 
fusion with the more common facial freckles. 
The spots are most common about the mouth 
and less common on the nose, cheeks, and else- 
where. 

The findings in this series are in contrast to 
the previous statement by Jeghers et al., that the 
fingers are invariably found to be involved if 
carefully examined. In only 16 of the 52 patients 
were the fingers noted to bear the peculiar pig- 
mentation of the syndrome. In 22 patients this 
finding was not mentioned. Our patient, Case 1, 
was meticulously examined for spots on the fingers 
and hands, and the only area that bore pigmen- 


tation was excised. This did not have the typical | 


appearance and on histologic study was found to 
be a tiny keratotic lesion. It would appear that 
the importance of this feature has been exag- 
gerated and that its frequency is considerably 
less than was originally believed. 

Jeghers stated that the characteristic pigmen- 
tation did not occur on any other portion of the 
body. This statement is applicable in our pa- 
tients, but in several recorded cases pigmentation 
was noted elsewhere. Illustrations were not pro- 
vided of any of these cases and descriptions in 
general were brief; it therefore remains uncertain 
whether these few cases represent instances of 
the typical pigmentation. Of particular interest 
in this respect are 2 cases with conjunctival pig- 
mentation. 

Duration of pigmentation. The presence of pig- 
mentation has been noted during the first few 
years of life in almost every instance. Apparently 
the spots are usually not present at birth as in 
only 8 instances were they noted at that time. 
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More often they were noted shortly thereafter, 
usually during the first few months or years of 
life. Many patients and their parents are unable 
to state with accuracy the exact time the spots 
were first noted. This is readily understood since 
the parents are obviously unaware of their fore- 
boding significance. (In the 2 cases we are re- 
porting it was specifically stated that the spots 
were not present at birth but were noted in 
infancy. ) 


Clinical Aspects of Polyposis 


The symptoms referable to gastrointestinal 
polyposis are largely those of small bowel intus- 
susception. The vast majority of the patients 
suffer from this complication intermittently 
through the years, and it is usually because of 
such symptoms that the patient comes to the 
attention of the physician. 

Periodic abdominal pain is the presenting 
complaint in practically all of these patients, 
varying from minimal cramping discomfort to 
excruciating pain of almost unbearable severity. 
Characteristically, the pain is intermittent. More 
frequently than not the episodes of pain are ac- 
companied by vomiting. The clinical picture of 
small bowel obstruction may thus develop. If the 
polyp which forms the head of the intussuscepted 
segment of bowel is spontaneously liberated the 
symptoms may subside; if not, the patient’s con- 
dition may rapidly deteriorate and assume emer- 
gency proportions. 

Hematemesis is not a frequent accompaniment, 
having been reported in only one of the cases 
reviewed. However, rectal bleeding occurs with 
considerable frequency, may or may not be re- 
lated to the acute abdominal episode, and may 
on occasion be the presenting complaint. Diar- 
rhea may occur but is uncommon. 

The findings on abdominal examination vary 
from patient to patient and at different times in 
the same patient. A palpable mass is fairly com- 
mon, due to intussusception rather than polyp, 
since the latter seldom attains sufficient size to be 
palpated. In a few instances rectal polyps pro- 
lapsed through the anal orifice and were visible 
on inspection. 

Anemia and the associated pallor and weak- 
ness is not uncommon and may represent the pa- 
tient’s chief complaint. In most instances the 
anemia has been mild, but in several cases hemo- 
globin values of 5 to 10 grams, and even less, 
have been recorded. In such instances this has 


TABLE III.—DISTRIBUTION OF PIGMENTED LESIONS 
Absent or not 
definitely stated 
6 
3 
15 
36 
48 


Present 


TABLE IV.—POSITIVE ROENTGENOGRAPHIC 
EXAMINATION 


been presumed to be due to a minor blood loss 
over long periods of time rather than massive 
melena. It has been suggested that it may be due 
to some “inherent inability to utilize iron” but 
there are no data as yet to justify such an opinion. 

Small bowel intussusception was shown to 
occur in all but 5 of the patients herein reviewed 
and a study of these patients’ symptoms made it 
a likely possibility in them also. In addition, ileo- 
colic intussusception occurred in 4 instances and 
colocolic intussusception in an equal number. In 
one patient the appendix formed the head of an 
intussusception. 


Roentgenologic Findings 


There is no doubt that every patient with this 
syndrome should be the subject of a careful in- 
vestigation of the entire gastrointestinal tract, yet 
a roentgenographic study was made in only 
about one-half of the patients, and this was fre- 
quently incomplete (Table IV). Many patients 
were seen during an acute episode and were sub- 
jected to immediate surgical intervention; how- 
ever, this should not preclude subsequent roent- 
genographic evaluation as surgical exploration 
under emergency conditions is seldom complete 
and at best inadequate in searching for polyps. 
However, the limitations of diagnostic roent- 
genography in relation to the detection of gastro- 
intestinal polyps at any level are numerous and 
must also be recognized, especially in the inter- 
pretation of negative films. 

Roentgenologic examination of the stomach 
was Carried out in at least 28 of the cases which 
form the basis of this review. Polyps were def- 
initely noted in only 8 patients; the findings 
were negative or (in a few instances) equivocal 
in 20 patients. Our experience suggests that 
many of the negative films may be erroneous. 
The upper gastrointestinal study of our Case 1 
was performed with the full knowledge of the 
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various aspects of the disease, and a careful 
search for polyps was carried out, yet the first 
examination was negative. Polyps were subse- 
quently visualized on gastroscopic examination. 
This was followed by a second upper gastroin- 
testinal series, at which time a number of small 
gastric lesions were demonstrated. In view of 
the infrequency of gastroscopy and gastrotomy 
in this series it is not unlikely that many gastric 
polyps have been overlooked; the frequency may 
be considerably greater than the literature 
would lead us to believe. 

Roentgenologic examination of the small in- 
testine was accomplished in at least 27 patients, 
but only 11 gave positive findings, the remainder 
being negative or equivocal. This establishes the 
inaccuracy of the roentgenographic method in 
the demonstration of small bowel polyps since 
almost every patient included in the series was 
proved to have polyps in this location. This is 
well exemplified in our own Case 1. This patient 
was carefully examined roentgenologically with 
negative results prior to surgical exploration, 
only to reveal numerous tumors in the small 
intestine at the time of surgery. Moreover, de- 
spite the fact that all polyps were not removed, 
we have repeatedly failed to demonstrate the 
remaining lesions on subsequent roentgenologic 
examinations. 

The colon was visualized roentgenographically 
in at least 32 patients. In only 11 of these were 
polyps discovered. 


Endoscopy 


A striking observation concerning endoscopic 
examination is the infrequency with which it has 
been utilized. That certain patients present as 
surgical emergencies does not preclude the pos- 
sibility of detailed study in the immediate or 
remote postoperative period. 

Sigmoidoscopic examination. Twelve of the 52 
patients forming the basis for this review were 
found to have polyps of the large -bowel within 
the reach of a sigmoidoscope (25 centimeters) 
(Table V). In an additional 11 patients sig- 
moidoscopy was performed with negative re- 
sults. For the remaining 29 cases (56 per cent) 
there was no report that such an examination 
had been accomplished. Involvement of the 
colon or rectum was ultimately demonstrated 
in a total of 21 cases; it is likely that the actual 
total would have been considerably higher if all 
of the cases had been thoroughly studied. 


No more than six polyps were seen in any of 
the 12 patients with 2 positive sigmoidoscopic ex. 
aminations. In 6 of the 8 cases in which the 
number was stated there were 3 or less. In 3 
patients the number of polyps was not recorded; 
in the remaining patient “‘multiple” polyps were 
present. This varies markedly from the average 
case of polyposis coli (familial polyposis) in which 
the lower bowel is literally studded with polyps. 

Gastroscopic examination. The fact that gas. 
troscopy has been accomplished so infrequently 
is perhaps a reflection of the apathy of physicians 
in general toward this diagnostic medium. Re- 
gardless of its inefficacy in many diseases of the 
stomach, in the condition under discussion it 
may be utilized to distinct advantage. The le- 
sions to be found are small and hence may be 
easily overlooked on roentgenologic study and 
even on routine, or indeed exceedingly careful 
palpation of the stomach at laparotomy. Since 
the polyps are prone to be numerous the diag- 
nostic potential of the gastroscopist is increased. 
In our own patient, polyps were discovered at 
gastroscopy after the initial roentgenographic 
study had been negative. 

Gastroscopy was carried out in only 5 of the 
reported cases, i.e., it was mentioned in only 5 
of the cases reviewed. It is, we believe, significant 
that the examination was positive in all 5 in- 
stances and suggests the stomach as a more fre- 
quent focus of involvement than is generally 
recognized. It would appear that the gastric 
polyps are usually multiple. In only one of the 
recorded cases was a single polyp demonstrated, 
but this, of course, does not preclude the possible f 
presence of others which may have escaped 
detection. In each of the 4 remaining patients 
10 to 15 polyps were visualized. 

Esophagoscopic examination. This was recorded in 
only one case in addition to our own. As might 
be anticipated, the esophagus was normal in 
both instances. One would not expect the 
squamous mucosa of the esophagus to partici- 
pate in a disease characterized by adenoma- 
tous epithelial proliferation. 


Location of Polyps 


The most common site of polyps in this disease 
is the small intestine. That this segment is in- 
volved in “‘all” of the cases is commonly recog- 
nized and universally accepted. Because the 
clinical manifestations are almost always refer- 
able to the small bowel there has been, we believe, 
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an overemphasis of this fact in most of the recent 
literature, at the expense of failure of recognition 
of the frequent involvement of the stomach and 
colon. As has been pointed out earlier, complete 
study of the gastrointestinal tract by endoscopic 
and roentgenographic methods has been accom- 
plished only infrequently. Thorough examina- 
tion of the entire gastrointestinal tract at laparot- 
omy is not ordinarily performed as more fre- 
quently than not these patients are subjected to 
emergency surgery under circumstances which 
are scarcely conducive to total evaluation. In 
none of the cases reviewed was it mentioned that 
a sterile sigmoidoscope was introduced into 
either the small or large bowel, through single or 
multiple enterotomies, in search of small polyps, 
or that gastrotomy was performed for this pur- 
pose. It is therefore emphasized that statements 
to the effect that “no additional polyps were 
found” should be accepted at face value only for 
they mean simply that and no more. The mere 
fact that no other polyps were found does not 
necessarily mean that they do not exist. 

With these thoughts in mind, the reported 
localization of polyps based upon all possible 
methods of detection (physical examination, en- 
_ doscopic, and roentgenologic and surgical ex- 
ploration) is presented (Table VI). 

It is interesting that no segment of the gastro- 
intestinal tract which is lined with glandular 
epithelium has escaped involvement in the 
polypoid process. The duodenum was specifically 
implicated in 6 patients, and it is not unlikely 
that other small polyps in this area passed with- 
out detection. In addition, the appendix was 
found to contain polyps in 3 patients. This would 
seem exemplary of the marked predisposition of 
the intestinal mucosa to polyp development as 
the appendix has been studied in only a few 
instances. In many of the recorded cases, includ- 
ing our own, appendectomies had been done 
prior to recognition of the basic disease process. 
We have thought that many of these patients 
were operated upon under an erroneous diag- 
nosis, the symptoms having been produced by 
small bowel intussusception, although there is 
obviously no reason that the two processes cannot 
coexist. In one instance appendicular intussus- 
ception occurred (Kitchin). 


Treatment 


Of the 52 patients in this review all but 3 have 
been subjected to abdominal surgery; the 3 were 


TABLE V.—POSITIVE ENDOSCOPIC EXAMINATION 
Esophagoscopy 

Gastroscopy 

Sigmoidoscopy 


TABLE VI.—LOCATION OF POLYPS 
Large 
intestine 


21 
3 31 


not considered sufficiently symptomatic to re- 
quire such intervention. One of the 3 patients 
was a triplet; her 2 sisters had had two opera- 
tions each for more severe symptomatology. 

Each of the remaining 49 patients had at least 
one abdominal operation. Of the 49 only 18 had 
but one laparotomy; 15 had been subjected to 
two abdominal operations, 8 to three, 4 to four, 
and 2 to five abdominal procedures. One patient 
had six separate laparotomies, while another had 
7. These procedures varied from simple reduc- 
tion of an intussusception to enterotomy, and 
colotomy with excision of polyps to resection of 
various intestinal segments. Only three “radical” 
procedures were performed; an abdominoperi- 
neal resection (Troxell), an abdominoperineal 
resection with colectomy on the left side 
(Sohmer), and a subtotal colectomy with ileo- 
sigmoidostomy (O’Brien). 

When one critically studies these cases and 
recognizes the extent of gastrointestinal involve- 
ment, it is difficult (in most cases) to sanction 
extensive resections. The entire gastrointestinal 
mucosa is peculiarly predisposed to polypoid 
degeneration, and resection of extensive segments 
of bowel (or stomach) when they are grossly 
uninvolved (i.e., prophylactically) is to ignore the 
basic pathologic aspects of the disease. (An 
example of the multiplicity of polyps may be 
cited in the case reported by Tseng and Braun- 
stein in which a segment of small bowel, 68 
centimeters in length, was resected and was 
found to contain a total of 28 polyps varying 
from 1 to 3 centimeters in diameter.) 

It would seem that in the small bowel, treat- 
ment should be limited to the removal of sympto- 
matic polyps, that is, only patients with signifi- 
cant symptoms should be subjected to laparot- 
omy. (Others believe that “prophylactic” lapa- 
rotomy is indicated whenever the typical spots 
are found.) All polyps which are obviously pro- 
ducing intussusception should be removed; in 
addition all polyps which are found on careful 
palpation and are considered large enough to 
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produce intussusception (perhaps 1 centimeter 
or more) should be excised. In occasional in- 
stances in which a number of polyps are found 
in arelatively short segment, that segment should 
be resected. Vary has suggested a new approach. 
A segment of bowel is intussuscepted through an 
enterotomy and the discovered polyps are ex- 
cised (or fulgurated). From 24 to 36 inches of 
bowel can be exposed through each opening. 
Theoretically, the mucosa of the entire small 
intestine could be examined through seven to ten 
enterotomies. The method would permit eradi- 
cation of “all” of the polyps existing at the mo- 
ment, but the subsequent development of addi- 
tional polyps might, to a certain extent, defeat 
the purpose of the procedure. The possibility of 
applying a “second-look” operation might also 
be considered but would not seem desirable. 

In the instances in which the stomach is in- 
volved, large or grossly suspicious polyps must 
be removed, and it is desirable to excise smaller 
lesions also, if feasible; gastric intussusception, 
though rare, does occur and cancer is always a 
theoretical possibility. Resection of the entire 
stomach as a prophylactic measure for multiple 
small polyps is not considered justified at present. 
“Cancer resection” should be limited to patients 
with invasive cancer. 

From what is known at present regarding the 
usual type of involvement of the colon, subtotal 
or total colectomy would ordinarily seem un- 
necessary. An attempt should be made to remove 
all colon polyps, and in this regard the impor- 
tance of “‘operating room coloscopy”’ is stressed, 
but colectomy will usually not be required. 
Again, “cancer resections” should be limited to 
invasive cancer. 

Attention should be directed to the possibility 
of recurrent symptoms in the immediate post- 
operative period. In a number of the patients in 
this review reoperation was necessitated within 
a few days by recurrent intussusception, and in 
one instance (Wolff) the patient had been op- 
erated upon “‘four times in a month because of 
recurrent intussusception of the small intestine 
caused by multiple polyps.’’ Careful examina- 
tion of the entire intestine and excision of any 
polyp of sufficient size to produce intussuscep- 
tion should prevent this complication. 

Needless to say, treatment does not end with 
the discharge of the patient from the hospital. 
Careful, repeated, and frequent observations 
should be continued for the remainder of the 


patient’s life. He is apt to have further difficulty 
as time passes and must therefore be aware of the 
nature of the disease and its complications » 
that he may intelligently inform a subsequent 
physician if necessity requires. It is the obliga. 
tion of the attending physician to be certain 
that the patient has such an understanding of his 
affliction. 

Treatment should also include a thorough in. 
vestigation of all members of the patient’s family, 
both immediate and remote. 


Incidence of Cancer 


The frequent occurrence of cancer in (familial) 
polyposis coli is generally recognized. It is of 
interest to determine also the frequency with 
which cancer arises in the gastrointestinal tract 
of patients suffering from the disease under dis- 
cussion. 


Jeghers et al. state that cancer was present in 


one of their 10 patients. Metastases were not 
described and the patient was living and well 8 
years later. They also state that in “‘2 of Peutz’s 
7 patients and possibly 3 of Foster’s the small- 


bowel lesion became malignant.” Perusal of : 


Foster’s article reveals that only 2 cases are 
recorded. In both the lesion was polypoid, 
neither patient showed metastatic disease and 
from the microscopic description of the tumors, 
one was almost certainly not cancer (as defined 
below) while the malignancy of the other was 
perhaps debatable. In a personal communication 
to Jeghers a third patient was reported (classified 
by Jeghers et al. as a probable example of the 
syndrome) who was found to have “an inoper- 
able carcinoma of the stomach.” The data pro- 
vided on Peutz’s patients was that 2 “died with 
ileus,” and “malignant degeneration of intestinal 
polyps” was found at autopsy; in a third patient 
“malignant degeneration (was) diagnosed on 
surgical specimen.”’ Photomicrographs, histologic 
description, or further documentation of any 
other type is lacking. From the data provided 
there is no unequivocal evidence of metastatic 
disease of small bowel origin in any of the cases 
(personal or collected) recorded by Jeghers et al. 
That this does not disprove the possibility of 
cancer, we are, of course, aware, but this, plus 
the published data on cancer in this disease since 
their article, suggests the necessity of further 
evaluation. 

Before presenting the cases of apparent cancer 
encountered in this review it is pertinent to define 
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the word “‘cancer”’ as it is applied to gastroin- 
testinal polyps. What follows is equally applicable 
to any polyp under any circumstance, but is at 
variance with the apparent opinions of many. 
For some inexplicable reason it has become com- 
monplace to apply the term “cancer” to any 
polyp which shows the slightest mitotic activity, 
variation of nuclear polarity, or undue affinity 
for tissue stains. That these changes in variable 
(and usually marked) degree occur in frankly 
malignant disease of the bowel is unquestioned. 
However, to accept these cytologic criteria as 
unequivocal evidence of cancer in the absence of 
microscopic invasion or metastasis is to exag- 
gerate their significance. Many pathologists on 
viewing such changes render a diagnosis of 
' “malignant polyp” or “adenocarcinoma Grade 
_ I,” even though there is no invasion of the sub- 
mucosal tissue. Unless the surgeon is aware of the 
pathologist’s interpretation of the term, it simply 
means “‘cancer” in the usual sense with the 
usual therapeutic and prognostic implications. 
Many pathologists utilize such terms with ref- 
erence to intestinal polyps, whereas similar cy- 
tologic changes occuring elsewhere, for example, 
in the uterine cervix, are more appropriately 
classified as “‘carcinoma-in-situ.” Such a lesion 
(although perhaps potentially malignant) is not 
considered synonymous with “cancer” of the 
cervix; why then should a similar cytologic 
change be classified as ‘“‘cancer’’ of the intestine? 

Returning to the substance of this report, 
_ cancer was stated to exist in 9 of the 52 patients. 
_ These patients are considered individually. 

Case 1 (Fisher). Male, age 7. Marked anemia 
was noted at age 4.5 and “attacks of colicky 
pain with anorexia and vomiting” had been 
present for 2 years. Laparotomy revealed jejunal 
intussusception. Several polyps of the small 
bowel were excised. The two largest polyps, 3.5 
by 3 centimeters and 3.8 by 2.5 centimeters 
“showed carcinomatous changes at the base.” 
“The features were those of a well differentiated 
adenocarcinoma showing some colloid change. 
There was a direct extension through the mus- 
cularis of the bowel wall but no evidence of 
venous or lymphatic spread.” 

Case 2 (Basu). Female, age 25. She had a 
history of colicky abdominal pain of 5 years’ 
duration associated with vomiting during the 
latter part of the period. Laparotomy revealed 
multiple jejunal polyps with intussusception. 
Grossly, these were discrete papillomatous masses. 


‘Microscopic examination suggested adenocar- 
cinoma. The acinar cells were hyperchromatic 
and had invaded the deeper muscular and sub- 
serous layers of the bowel wall.” 

Case 3 (Smith). Female, age 29, with a 12 year 
history of symptoms referable to intestinal polyps 
necessitating surgery on four previous occasions. 
The most recent laparotomy revealed small 
bowel intussusception with ‘‘innumerable 
polyps.” Microscopically, ‘all are extremely 
active polyps, with numerous mitotic figures, 
and while not frankly malignant must be re- 
garded as borderline tumors. One of the smaller 
growths, however, does show some invasion of its 
stroma and is even more active than the others. 
It must be regarded as an adenocarcinoma of the 
small intestine.” 

Case 4 (Weber). Female, age 15, who com- 
plained of abdominal pain, nausea, and vomit- 
ing. There had been a similar though milder 
episode one month previously. Exploration re- 
vealed an irreducible jejunoileal intussusception 
with torsion. Gross examination yielded a polyp 
2.5 by 2 by 2 cm. “Microscopic examination of 
the polyp showed adenocarcinoma of the small 
bowel.” There were no lymph node metastases. 

Case 5 (Troxell). Male, age 77, with a com- 
plaint of alternating diarrhea and constipation 
and passage of bright red blood per rectum. 
Proctoscopy revealed three polyps in the recto- 
sigmoid. ‘“‘Microscopic examination showed ir- 
regular, deep staining, non-mucous surface 
glands; mitotic figures were seen but there was 
no infiltration.” The pathologist’s diagnosis was 
“malignant polyp of the rectum.” Treatment 
consisted of abdominoperineal resection. 

Case 6 (Kleitsch). Male, age 23, who com- 
plained of intermittent abdominal pain of 2 
years’ duration. An appendectomy had been 
performed at age 15 because of abdominal 
cramps. Laparotomy revealed numerous small 
bowel polyps, a number of which were removed. 
Most of the polyps were histologically benign, 
but one from the terminal ileum was of the 
“potentially malignant type having a tendency 
to hyperchromatic glandular epithelium which 
is slightly variable.” This was not sufficiently 
marked to be considered malignant. However, a 
‘polyp from the lower jejunum was diagnosed as 
adenocarcinoma with invasion of the polyp 
stalk.” 

Case 7 (Berkowitz). Female, who had had 
attacks of abdominal colic, nausea, and vomit- 
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+i ing since age 7 (1924). Laparotomy was per- 
formed for the fourth time in 1951. Small bowel 
polyps had been found at each operation except 
the first, which consisted of appendectomy. 
Pathological examination revealed glandular 
hyperplasia. In the largest polyp “‘there are oc- 
casional areas where the glands are darker than 
usual and contain numerous mitotic figures,” 
but there is “‘no actual evidence of invasion.” 
Pathological diagnosis was “multiple papillo- 
mata of the ileum showing occasional foci of 
3 carcinoma in situ.” 
B | tris Case 8 (Sohmer). Male, age 37, who had suf- 
rc 5 fered from “recurring periumbilical colic” for 3 
years. There had been a 20 pound weight loss 
Chet CE ri during the 6 months prior to admission. At lapa- 
rotomy “serosal changes in the rectosigmoid sug- 
TURE gested malignant change.” Examination re- 
vealed “‘adenocarcinoma arising in an adenoma 
I+ of the left colon.” Other polyps were benign. 
Re-exploration was necessary approximately 3 
$+4ee+ $4444+44144 weeks later. A large cecal mass was excised and 
the jejunum resected because of gangrene due to 
internal herniation. Pathologic examination re- 
vealed ‘“‘malignant change in the cecal polyps.” 
The patient ultimately expired (about 2 months 
later) following numerous postsurgical complica- 
tions. No mention of regional or distant metas- 
tatic disease was made in regard to either lapa- 
rotomy, study of the surgical specimens, or post- 
mortem examination. 

Case 9 (Freeman). Male, 35 years old, with a 
history of “‘attacks of abdominal cramps lasting 
for several hours, always subsiding without resid- 
ual effects, of 3 years’ duration.” Exploration 
revealed multiple polyps of the lower ileum. 
“Two of the polyps were reported as having 
undergone malignant change, with invasion of 
the muscularis and serosa.” The presence or ab- 
sence of lymph node metastasis is not mentioned 
although “‘a generous wedge of mesentery down 
to its root was resected.” 

In brief, a description of microscopic invasion 
of the bowel wall or stalk of the polyp was given 
in 5 of the 9 patients; for 2 patients it is simply 
stated that cancer was present without further 
documentation. In 2 patients the lesions as 
described represented carcinoma-in-situ rather 
than invasive cancer. 

The duration of the symptoms related to the 
gastrointestinal tract was stated in 8 of the 9 
cases of apparent cancer. One patient had been 
symptomatic for only one month, 2 patients for 
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approximately 2 years, and 2 for 3 years. The 
remainder had suffered intestinal symptoms for 
5, 12, and 26 years. 

In 8 of the 9 patients, all except the patient 
with rectal polyps, intussusception had occurred 
and in all the lesion was grossly polypoid. 

If one reviews the literature on small bowel 
tumors unassociated with melanin spots, it is 
found that the average duration of symptoms for 
malignant tumors is 10 months and that 60 per 
cent of the patients are symptomatic for less than 
3 months (Weinberger). Intussusception occurs 
in only 5 to 20 per cent of the malignant tumors, 
the incidence being much lower than with benign 
ones (Emmett, Grausman, Hansen). From 25 to 
50 per cent of the patients show metastases at the 
time of surgery and 90 per cent at autopsy. The 
average duration of life after diagnosis is 18 
months (Mayo) with a 5 year survival of 12.3 per 
cent (8 of 66 patients) (Mayo) or even less 
(Emmett). 

That this is at variance with the data reported 
in this review is readily apparent. Two theoret- 
ical explanations come to mind. The polypoid 
form of invasive cancer is more frequently associ- 
ated with intussusception than small bowel can- 
cer in general, metastasizes less frequently, and is 
associated with a more favorable prognosis. This 
is in conformity with the natural history of such 
lesions. In the absence of more adequate docu- 
mentation, however, we prefer to attribute the 
difference to the variable use of the term “‘can- 
cer’ as has been indicated in a previous section 
of this review. 

It is significant that at the time of the report 
no patient in this review had died of cancer; this 
may be ascribed to the brief follow-up in most 
instances. However, a considerable number of 
these patients have been symptomatic for many 
years; one of our patients has had symptoms for 
38 years and Wolff’s patient was followed up for 
30 years without developing cancer. 

It ts also significant that in none of the cases of ap- 
parent cancer have either regional or distant metastases 
been described. In the entire group of 52 cases no men- 
tion has been made of lymph node or liver metastases, or of 
the involvement of other organs by either metastasis or 
direct extension. 

It is difficult then to interpret the available 
data as to the frequency of cancer in this disease. 
It is apparent that invasive cancer in the usual 
sense has been uncommon; beyond this little can 
be said with certainty. 


Prognosis 

The true picture of the ultimate prognosis in 
this disease is not as yet available. One might 
assume that life expectancy would be markedly 
diminished in a disease which presents several 
potential fatal complications, yet to date there 
is little to indicate that this pessimistic outlook js 
justified. 

It is emphasized that in most instances the 
cases recorded herein have been reported shortly 
after diagnosis and hence a long term appraisal 
is not as yet possible. One cannot help but be 
impressed, however, by the fact that more than 
20 per cent of the patients have had symptoms 
for more than 10 years and an additional 20 per 
cent have had clinical manifestations of the dis- 
ease for more than 5 years. This would imply, 
at least, a good prognosis on a relatively short 
term basis. 

Of the 52 patients whose histories are re- 
viewed, 49 were living at the time of the report. 
Two patients died of ‘“‘complications’’ following 
surgery (Jones, Sohmer). The diagnosis in the 
third case was made in retrospect (Rankin) after 
death from an unknown cause. Investigation of 
the family history of the patient revealed that 
his father had also been a victim of the same 
disease. 

As previously noted, no patient has as yet 
died of cancer; although such a termination may F 
be anticipated it would seem to be infrequent. 

It would seem inevitable that an occasional 
death will follow in the wake of the intestinal 
obstruction secondary to intussusception. This 
may occasionally occur prior to the establish- 
ment of the exact nature of the patient’s illness; 
subsequent thereto it should occur but rarely 
since the patient should be apprised of the nature 
of his disease and the possibility of recurrent 
attacks of intussusception. He may then intel- 
ligently seek immediate treatment should an 
acute abdominal episode occur. 

All in all, an air of guarded optimism seems 
justified in most cases. 
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HEAD 


The Treatment of Multiple Facial Fractures and 
Craniofacial Separation in the Patient with Con- 
comitant Injuries. D. C. Roserrtson. Plastic @ Re- 
constr. Surg., 1956, 18: 367. 


MULTIPLE FACIAL fractures and craniofacial separa- 
tion are frequently encountered in combination with 
other injuries resulting from automobile accidents. 
The total care of such trauma may require the com- 
bined efforts of neurosurgical, thoracic, orthopedic, 
and plastic specialists, 

Between 1951 and 1956, 42 patients with serious 
facial injuries or craniofacial separations were cared 
- for at the Toronto General Hospital. In only 6 pa- 
tients was trauma confined to this area alone. Five 
_ deaths occurred, 3 following subdural hematoma, 1 
after hemorrhage, and 1 as the result of meningitis. 
_ Eighty-five per cent of the patients had associated 
serious injuries, most common of which were fractures 
of the spine, chest, or extremities. Fifty per cent of 
_. the patients treated had serious craniocerebral injury, 
including 11 instances of cerebrospinal rhinorrhea. 
Eight patients required intracranial placement of a 
fascial strip to close the defect in the anterior fossa. 

Many problems, including malocclusion, diplopia, 
facial deformities, and poor airway should be cor- 
rected primarily; however, residual deformities, such 
as tearing following the division of the nasolacrimal 
duct and residual nerve injuries, may require repair 
at a later date. 

Diagnosing a serious craniofacial injury is difficult. 
Roentgenograms often fail to demonstrate major 
areas of separation in the mid portion of the face; 
however, mandibular fractures usually can be diag- 
nosed by this method. Clinical examination is of 
greater help, particularly in the demonstration of 
facial motion when a finger is placed on the hard 
palate. Additional information can be obtained by 
careful palpation over bony prominences, partic- 
ularly the lateral and inferior orbital margins. The 
loss of cerebrospinal fluid from the nose or ears in- 
dicates a fracture through either the anterior or the 
middle cranial fossa. 

Often in the past, craniofacial injuries were neg- 
lected since repair necessitated the use of either an 
extraoral device for fixation or a plastic head cap. A 
delay in giving the proper treatment clearly violates 
good surgical principles. The fractures are usually 
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compound and blood loss as well as infection becomes 
an important consideration. In addition, delay makes 
repair more difficult and the result less satisfactory. 
The head cap is contraindicated in any instance in 
which serious intracranial injury is present. Open 
reduction of the fractures with the use of internal wire 
fixation can be performed without delay or inter- 
ference with other necessary surgical treatment. 
Anesthesia should be by the endotracheal route in all 
patients, and tracheotomy should be performed to 
assure an adequate airway in the postoperative period. 

Deiailed explanations of the technical management 
of major craniofacial injuries are presented. 

—M. C. Anderson, M.D. 


Extraoral Pinning of Displaced Condylar Fractures. 
N. GeorciabE, K. Pickrett, W. Douctas, and F. 
Autany. Plastic & Reconstr. Surg., 1956, 18: 377. 


APPROXIMATELY 25 per cent of all mandibular frac- 
tures involve one or both condyles. The majority 
respond well to conservative treatment which con- 
sists of wiring the teeth into their normal occlusal 
relationship, or using arch bars and rubber-band 
traction in order to maintain the normal occlusion. 
Complications from using this type of therapy range 
from 5 to 100 per cent. Displacement of condyles 
out of the glenoid fossa or marked overriding of the 
mandibular fragments will cause some type of future 
malfunction if only conservative treatment is used. 

The authors use a method in which stainless steel 
pins are inserted into the condyles under external, 
direct visualization. An incision is made in the pre- 
auricular and zygomatic arch area, with identifica- 
tion of the facial nerve. If the temperomandibular 
meniscus has been damaged it is removed. Then 2 and 
sometimes 3 stainless steel pins are inserted and 
positioned so as to obtain reduction of the fracture. 
Stabilization and fixation are obtained externally by 
the use of a cross-bar and nuts. 

The pins are removed in 3 to 4 weeks, and at this 
time cortisone is injected into each temporomandi- 
bular joint space. Elastic traction is maintained for a 
period of 5 weeks. —Ely Elliott Lazarus, M.D. 


Rhabdomyosarcoma of the Parotid Gland; R of 
a Case. ANTHony V. Posto.orr and F. 
JR. Cancer, Philadelphia, 1956, 9: 1116. 


ALTHOUGH rhabdomyosarcomas usually arise from 
voluntary muscle, 2 previous cases have been reported 
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in which this tumor arose from the parotid gland. 
The present case is believed to be the third reported 
case of this type of tumor. 

The patient was a 50 year old white woman first 
admitted to the hospital in August, 1949. Her chief 
complaint was of a progressively enlarging mass in 
the right preauricular region which had been present 
for 10 months and was accompanied by occasional 
pain in the right ear. Examination revealed a hard, 
nontender, circumscribed mass in the preauricular 
region. 

The diagnosis was mixed tumor of the right parotid 
gland and operation was performed the next day. A 
hard, lobular, well encapsulated tumor was removed 
from within the posterior aspect of the right parotid 
gland and the pathologic diagnosis was unclassified 
sarcoma. She was discharged from the hospital on 
her third postoperative day. 

The patient was readmitted on October 9 because 
of a painful enlargement of the right.side of her face 
which had occurred since surgery. At this time a very 
tender 3 centimeter mass was found in the region of 
the right parotid gland. In addition, there were 
several enlarged tender lymph nodes in the right an- 
terior cervical group. Other physical and laboratory 
findings were noncontributory. 

Two days after admission a right total parotidec- 
tomy with a sacrifice of the facial nerve and the re- 
moval of a large submandibular lymph node was 
carried out. A radical neck dissection was considered 
but not completed because of the patient’s poor toler- 
ance to the surgical procedure. 

Postoperative pain was a major complaint and 2 
weeks after operation a soft mass was noted over the 
posterosuperior aspect of the right sternocleidomas- 
toid muscle. A right radical neck dissection was per- 
formed on November 1, including the submaxillary 
gland and the masseter muscle. The anterior cervical 
lymph nodes were grossly involved at this time. The 
patient was discharged from the hospital on Novem- 
ber 13. 

Pain was a major problem during the patient’s post- 
operative course and she was readmitted to the hos- 
pital on February 19, 1950 with a diagnosis of post- 
operative causalgia. Physical examination at this 
time revealed a paralysis of the right facial nerve and 
edema of the right side of the face. A stellate-ganglion 
block, a bilateral sphenopalatine ganglion block, 
and a venous injection of procaine hydrochloride 
were used on several occasions without benefit to the 
patient. 

The patient was readmitted on August 16, 1950 
with pain in the right shoulder, right side of the chest, 
neck, and head. At this time there was marked in- 
duration along the incision on the right side of the 
neck and tender, palpable nodules were present. The 
liver was tender and palpable two fingerbreadths 
below the right costal margin. Roentgenograms of the 
spine revealed a 70 per cent collapse of the body of 
the fifth thoracic vertebra which had not been present 
on previous examinations. 

One month after this admissicn the patient had 
paraplegia and anesthesia of the lower extremities and 
daily temperature elevations. She expired on Decem- 
ber 2 and an autopsy was not performed. 


A description of the original, the recurrent, and 
the metastatic lesions is included in this report with 
excellent photomicrographs of this interesting lesion, 

— John H. Davis, M.D, 


EYE 


Vascularization of the Optic Pathway. J. FRancox, 
A. NEETENS, and J. M. Brit. 7. Ophth, 
1956, 40: 730. 


THE CHIASMA is surrounded by a vascular network 
derived from eleven arteries, but chiefly from the 
internal carotid, anterior cerebral, and anterior com. 
municating arteries. A semicircular prechiasmal arch 
runs parallel with the anterior part of the circle of 
Willis. A chiasmal artery, a collateral of the anterior 
communicating artery, was found in one-third of the 
specimens. The arterioles of the chiasma reach it 
directly or via the prechiasmal arch. Because of 
numerous anastomoses the exclusion of one or two 
arteries of the chiasmal region has no serious con- 
sequences. Visual disturbances invariably are due to 
direct mechanical compression which acts through the 
capillary network. Seven different capillary zones can 
be distinguished; except for the median zone the 
angio-architecture fails to follow the myelo-architec- 
ture. This thorough study is well illustrated with num- 
erous fine photomicrographs. 
— James E. Lebensohn, M.D. 


Permeability of the Cornea and the Blood Aqueous 
Barrier to Oxygen. KATHLEEN HEALD and Maurice 
E. Lancuam. Brit. J. Ophth., 1956, 40: 705. 


THE AQUEOUS HUMOR of rabbit eyes was withdrawn 
directly into a microcell, the concentration of oxygen 
was measured, and then the oxygen permeability of 
the excised cornea was determined. Oxygen was 
found to move freely across the cornea in either 
direction, and the removal of the epithelium and 
endothelium, respectively, did not affect the values. 
Calculations demonstrated that the oxygen diffusing 
into the cornea from the aqueous humor is inadequate 
by itself to supply the respiratory requirements of the 
epithelial layer. 

The oxygen tension in the aqueous humor is de- 
termined by the fact that blood has a composition 
approaching that of arterial blood. A reduction in 
the blood flow through the ciliary processes, effected 
by the ligation of one common carotid artery, caused 
a significant reduction of the oxygen tension in the 
aqueous of the operated eye as compared to the 
contralateral eye; but after cutting the cervical sym- 
pathetic nerve on one side the oxygen tension in the 
aqueous humor was equal in both eyes. 

— James E. Lebensohn, M.D., 


Malignant Melanoma of the Choroid; a Correlation 
of Clinical and Histological Findings, Harotp Q. 
Kirk and Rosert W. Perry. Arch. Ophth., Chic., 
1956, 56: 843. 


THE AUTHORS discuss the clinical and histologic find- 
ings in a series of 228 cases of malignant melanoma of 
the choroid. Melanomas of the anterior segment and 
other types of tumors were excluded from the series of 
cases reported in this article. 
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In 24 of the eyes the melanoma was not diagnosed 
clinically but was discovered in the laboratory. These 
cases had been diagnosed as glaucoma with cloudy 
media (18 cases), phthisis bulbi (3 cases), and retinal 
detachment (3 cases). On the other hand, 81 eyes 
which were enucleated because melanoma had been 
diagnosed clinically were found not to contain tumors. 
There were 18 cases of clinically suspected melanomas 
in which a tumor was not found on histologic exami- 
nation. Most of these eyes did not have useful vision, 
but because the media were clear, the lesions could be 
seen and described clinically. 

Some of the clinical characteristics of these tumors 
(74 cases) are: tumor in vitreous, solid tumor (46 per 
cent), solid tumor plus serous detachment (39 per 
cent), serous detachment (11 per cent), and serous de- 
tachment with retinal tear. 

The intraocular pressure was recorded in 143 cases. 
Of the 62 glaucomatous eyes containing melanomas, 
the angle of the anterior chamber was blocked by 
peripheral anterior synechiae in 92 per cent. The ten- 
sion was less than 15 millimeters in 11 per cent; 16 to 
30 millimeters in 41 per cent; and greater than 30 
millimeters in 48 per cent. 

Inflammation is common in eyes harboring mela- 
nomas. Fifty-two per cent of 99 eyes presented clinical 
evidence of active uveitis or of posterior synechiae. 
Histologically, posterior synechiae were found in 75 
per cent of 197 cases. 

The results of transillumination were reported in 
108 cases. In 88 per cent of the patients, the trans- 
illumination was impaired; in 5 per cent the results 
were doubtful, and in 7 per cent the transillumination 
appeared to be normal. 

Benign melanomas of the iris of the involved eye 
were reported clinically in 8 per cent of the cases. This 
is an important diagnostic clinical adjunct. Another 
helpful, though infrequent, sign of malignant mela- 
noma is the presence of locally dilated irides or scleral 
vessels. Seven per cent (8 cases) had locally dilated 
vessels of the iris, and 11 per cent (14 cases) had di- 
lated scleral vessels in the area of the tumor. 

— joshua Zuckerman, M.D. 


Anesthesia for Intraocular Surgery. J. KENNEDY 
Harper. Brit. 7. Ophth., 1956, 40: 661. 


THE AUTHOR reports on 160 cases in the past 2 years 
in which general anesthesia was used in place of local 
anesthesia for intraocular surgery. The premedication 
was 100 milligrams of pethidine, and atropine gr. 
1/100 given 45 minutes before surgery. 

The anesthetic was xylocaine 4 per cent used to 
spray the nose and throat. Eleven milligrams of tuba- 
rine were given intravenously. Then 0.125 to 0.25 
gm. of 5 per cent thiopentone solution was injected 
during the operation. An airway was maintained by 
which oxygen was delivered. 

While using tubarine ptosis appeared and eye move- 
ments were sluggish. Thiopentone completely relaxed 
extrinsic eye muscles. 

The anesthesia allowed the iris to remain tonic, re- 
laxed the eye muscles, lowered the tension of the eye 
slightly, kept respiration fairly normal, and made the 
recovery phase quiet and uneventful. The entire sur- 
gical procedure was made easier. 
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The postoperative problems of vomiting were con- 
trolled by giving largactil, and restlessness was elim- 
inated by giving 50 milligrams of pethidine, 25 milli- 
grams of largactil, and 25 milligrams of phenergan. 
—Earl H. Merz, M.D. 


MOUTH 


Congenital Lip Sinuses. Marx K. H. Wane and W. 
Branpon Macomser. Plastic & Reconstr. Surg., 1956, 
18: 319. 


THE AUTHORS report a series of 15 cases of lip sinuses, 
13 of which occurred in members of the same family. 

These sinuses usually appear as a symmetrically 
placed pair of dimples on each side of the midline 
of the vermilion border of the lower lip, but on oc- 
casion they may be rather asymmetrical. 

The etiology was discussed from reports in the 
literature but no definite conclusions were reached. 

For surgical management the authors suggest a 
transverse eliptical incision in the vermilion border 
with complete removal of the tract and the associated 
glands. 

The principal complications encountered were 
mucocele and looseness of the lip muscle. 

—G. George Maier, M.D. 


PHARYNX 


The Surgical Treatment of Cancer of the Soft Palate 
and Tonsil. Catvin T. KLopp and MAxinE SCHURTER. 
Cancer, Philadelphia, 1956, 9: 1239. 


THE AUTHORS describe an external surgical approach 
in the handling of carcinoma of the tonsil and soft 
palate. Their series deals with epidermoid carcinoma 
and adenocarcinoma since the authors believe the 
lymphoid tumors are best handled by radiation 
therapy. 

The most important single factor in the operative 
technique is to obtain adequate exposure. The 
authors accomplish this by utilizing an adequate 
incision extending from the mastoid tip to the symphy- 
sis of the mandible. The submental and submaxillary 
triangles are cleaned out completely, and then at this 
point the original incision is carried upward through 
the lower lip and extended along the gingival gutter. 
This allows the whole cheek flap to be rotated lateral- 
ly. At this point the primary tumor can be easily 
approached and removed in toto. The closure of the 
defect created by the removal of the lesion is ac- 
complished by using a pedicle flap from the surface 
and lateral border of the tongue. 

For lesions with cervical metastases, the authors 
then make further skin incisions and do a complete 
neck dissection. 

Of the 21 patients undergoing this operation all 
10 of those whose postoperative period is less than 
1 year are alive and well. Of the 5 patients whose 
postoperative period is from 1 to 2 years 4 are alive 
and well, while 1 has died as the result of an entirely 
separate carcinoma. Of the patients who have sur- 
vived for 2 years postoperatively, 5 are living and 
well and 1 has died of widespread disease. 

The authors stress the importance of careful ap- 
proximation of the skin edges and preservation of the 
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mandibular branch of the facial nerve for good cos- 
metic results. —G. George Maier, M.D. 


NECK 


and Steatorrhea. D. R. Davirs, 
. E. Dent, and A. Wittcox. Brit. M. F., 1956, 2: 
1133. 


THE ASSOCIATION of bone disease with steatorrhea is 
well known, and the nature of the bone disease is 
widely held to be identical clinically, radiographi- 
cally, histologically, and biochemically with that 
seen in rickets (children) and osteomalacia (adults). 
However, it has also been postulated that the changes 
found are similar to those of hyperparathyroidism, 
the latter resulting compensatorily when calcium de- 
ficiency due to the steatorrhea has occurred. Most pa- 
tients with steatorrhea have a low serum calcium and 
a normal serum phosphorus. In these cases it is be- 
lieved that parathyroid overactivity is not present. 
Others, however, have a normal serum calcium and a 
low serum phosphorus. This may be caused by para- 
thyroid compensatory activity which increases the 
urinary excretion of phosphorus, with a subsequent 
drop in the serum phosphorus and a corresponding 
rise of the serum calcium from the bones. In these pa- 
tients, however, other signs of hyperparathyroidism 
may be lacking, and an alternative hypothesis is 
favored by the authors who believe that for obscure 
metabolic reasons the condition mimics a deficiency 
of vitamin D. By a direct renal action this condition 
leads to an increased renal phosphorus excretion and 
does not involve the parathyroid at all in the explana- 


tion of the lowered plasma phosphorus level. If this 
were true, alleviation of the condition, with remission 
of signs and symptoms, should occur following th 
administration of vitamin D (calciferol). 

The authors present 2 cases of steatorrhea in which 
radiographically, in addition to evidence of osteomal- 
acia, unmistakable signs of hyperparathyroidism 
were also present; namely, subperiosteal erosion of the 
middle phalanges with erosion of the tufts of the dis. 
tal phalanges. Areas of osteosclerosis also were seen 
with biconcave vertebrae in which the increased 
density of the upper and lower zones gave a charac. 
teristic horizontal striped effect (called the “rugger. 
jersey sign” by the English, since their football play. 
ers wear jerseys with horizontal stripes). Following 
large doses of calciferol, the first patient improved 
markedly, and the roentgenographic changes re- 
gressed. 

In the second patient the serum level was found to 
be abnormally high despite the very low urinary con 
centration of calcium, and it was felt that long-stand- 
ing hyperparathyroid activity had resulted in the for- 
mation of parathyroid adenoma. In fact, two chief- 
cell adenomas were found at operation. 

The authors conclude that hyperparathyroidism 
may sometimes occur in steatorrhea, and that it can 
be reversed at first by giving vitamin D. When the 
hyperplasia, however, is of long-standing, the hyper- 
parathyroidism may become uncontrollable, and the 
bony changes of hyperparathyroidism may become 
superimposed upon the ordinary osteomalacia that is 
usually seen with steatorrhea. 

— Sheldon Oscar Burman, M.D. 
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SURGERY OF THE NERVOUS SYSTEM 


BRAIN AND ITS COVERINGS; CRANIAL NERVES 


Conservative or Operative Treatment of Subarach- 
noid Hemorrhage? (;Tratamiento conservador u 
operatorio de la hemorragia subaracnoidea?) W. 
Tonnis and W. ScureFer. Fol. clin. internac., 1956, 6: 
321. 


ResuLts of the operative treatment of 128 patients 
with sacciform aneurysms, arteriovenous angiomas, 
and intracerebral hematomas are discussed. These 
conditions were seen at the Max Plank Institute and 
the Neurosurgical Clinic of the University of Colonia 
in Colonia, Uruguay. This operative material com- 
prised a total of 246 aneurysms, angiomas, and the 
so-called spontaneous intracerebral hematomas seen 
in the period from 1933 to 1955. It was during this 
period that serial angiography and controlled hyper- 
tension, as well as the method of operating under low 
body temperature became available; these methods, 
of course, have had their effects on operative indica- 
tions and have led to the hope of improving future 
operative results. 

The authors believe that cervical ligation of the 
carotid artery is justified only in instances of infra- 
clinoid aneurysms in which the lesion is located extra- 
durally and therefore does not give rise to subarach- 
noid hemorrhage. In other locations it is not certain 
that the vascular lesion will forestall with sufficient 
security the advent of further hemorrhages. 

Naturally the operative attack on the bleeding 
vessel can be actually indicated only when the exist- 
ence of the lesion and an adequate collateral blood 
supply to the brain tissue can be demonstrated angio- 
graphically. When cervical ligation is carried out in 
intradural aneurysms, it is considered only the first 
step to a subsequent intradural ligation or other sur- 
gical procedure after the immediate emergency has 
been met. In the authors’ opinion, surgery is always 
indicated in the presence of an acute intracerebral 
hematoma with increased intracranial pressure. 

In the arteriovenous angiomas the operative in- 
dications will depend upon their localization (which 
determines the possibility of operation), the size of the 
lesion, and the general condition of the cerebral 
circulation. 

The only causal therapy to be considered is the 
total extirpation of the diseased section of vessel; 
however, not all of the lesions are suitable to this 
treatment. For example, the so-called diffuse angio- 
mas cannot, as a rule, be totally removed. When an 
arteriovenous aneurysm is of considerable size meas- 
urement of the blood supply to the cerebral tissues 
by the method of Kety and Schmidt may be done. 
When the short-circuiting amounts to 130 c.c. per 
100 gm. of cerebral tissue instead of the usual 54 c.c. 
there is danger of a deficient subsequent blood supply 
to the brain and operation will be contraindicated. The 
age of the patient, and the presence of advanced 
arteriosclerosis and of hypertony may represent con- 
traindications for surgical intervention. 


When direct attack on the cerebral artery is indi- 
cated, it will consist of ligation of the arterial trunk 
or its closure by clip. The vascular lesion may be ex- 
cluded between two silver clips, or in a few special 
conditions the aneurysm itself may be encircled by 
muscle tissue. 

At the present time, with the surgical possibilities 
of eliminating the source of the hemorrhage, the au- 
thors think that a purely expectant attitude on the 
part of the therapist can hardly be justified. One 
should always strive to wait for a period of remission 
in these cases of hemorrhage, but should not delay 
until a second hemorrhage, or multiple hemorrhages 
develop, since such delay cannot preclude the possi- 
bility of further hemorrhages which always menace 
the life of the patient and impair the chances for 
subsequent operative intervention. 

— John W. Brennan, M.D. 


Erosion of the Skull from Leptomeningeal Cysts in 
Posttraumatic Epilepsy (Erosioni craniche da cisti 
leptomeningea o cicatrice meningocerebrale in corso 
di epilessia post-traumatica). G. Gast and G. Scar- 
CELLA., Ann. ital. chir., 1956, 33: 585. 


Or 18 PATIENTS with post-traumatic epilepsy, 5 had 
trauma during infancy, Jacksonian epilepsy, erosion 
of the inner table of the skull, and leptomeningeal cyst 
formations. 

The patients’ ages ranged from 6 to 24 years. The 5 
patients all had a history of severe head injury within 
the first 2 years following birth, manifested either by a 
skull fracture or by neurological deficiencies. Follow- 
ing the initial injury, the first Jacksonian seizures be- 
gan 6 months to 14 years after the time of injury. The 
roentgenograms of the skull revealed a marked area of 
erosion over the site of the previous injury. This ap- 
peared as a marked thinning of the calvarium to a 
complete absence of bone over the site of the injury. 
Air studies revealed a cyst formation immediately un- 
derlying this skull defect with some shift of the ven- 
tricular system toward the involved side. The cyst 
formation may or may not be communicating with 
the ventricle. The lesions were most commonly en- 
countered in the parietal area. A surgical excision of 
the involved bone with resection of the involved cor- 
tex down to and including the cyst formation was 
made. Postoperatively the patient showed a marked 
improvement with regard to control of the seizure 
disturbance with no worsening of the neurological 
deficit. 

From these observations the authors concluded that 
in infancy a skull fracture with contusion of the cere- 
bral cortex can undergo an abnormal reparative proc- 
ess resulting in cystic degeneration of the cortex, fi- 
brosis of the leptomeninges, and erosion of the inner 
table of the skull. The erosion of the bone may arise 
from pressure of the cerebral cyst or may be due to an 
associated injury to the dura mater with interposition 
of this membrane between the bone fragments and 
failure of union at the fracture site. 
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The seizure disturbances that result from these in- 
juries are usually refractory to medical treatment and 
the porencephalic lesion is usually progressive. In 
view of these two factors, the authors are of the opin- 
ion that radical surgical excision should be done in 
these cases. —Roland A. Manfredi, M.D. 


Glomus Tumors of the Jugular Bulb (I tumori glomici 
timpano-giugulari). Guipo Lomsaropi. Radiol. med., 
Milano, 1956, 42: 1089. 


THE AUTHOR presents in detail four cases of glomus 
tumor of the jugular bulb. This lesion is found most 
commonly in females, and most frequently in the fifth 
and sixth decades. Fifty per cent of the lesions occur at 
the jugular bulb and the remainder in the temporal 
bone. They grow by invasion of the posterior fossa, or 
in the middle ear. The lesions are histologically benign 
and produce symptomatology by pressure, although 
they are clinically malignant in view of their location 
and vascularity. 

The earliest symptomatology is usually described as 
tinnitus or pain in the ear with a subsequent discharge 
which may vary from serum to purulent matter. Fre- 
quently otoscopic examination reveals vascular polyps 
in the external canal and projecting through the 
tympanic membrane. Subsequently they produce le- 
sions of the cranial nerves in the following order, XII, 
IX, X, VII, VIII, XI, VI and V, with regard to fre- 
quency. These lesions rarely produce signs of cerebellar 
disturbances, pyramidal tract findings, or elevated in- 
tracranial pressure. 

The cases presented in this report manifested the 
usual clinical complex. The examinations of particular 
note were the roentgenographic examinations of the 
skull. By means of laminagraphs the author was able 
to demonstrate enlargement and erosion of the jugular 
bulb with extension into the petrous portion of the 
temporal bone. By means of special roentgenograms 
the posterior foramen lacerum could be visualized. By 
means of arteriography the lesion was well demon- 
strated. It was possible to demonstrate the lesion with 
carotid arteriograms, but if they were negative, a ver- 
tebral arteriogram was done. With these examinations 
it was usually possible to arrive at a diagnosis exclud- 
ing other lesions such as acoustic neurinoma, cholestea- 
toma, carcinoma of the middle ear, and chordoma. If 
necessary a biopsy was done, and the specimen for 
this biopsy was always taken from the external audi- 
tory canal. 

In view of the nature of the lesion, surgical removal 
is not possible and should not be attempted. X-ray 
therapy has given a moderate degree of success. 

—Roland A. Manfredi, M.D. 


Hypophysectomy in Advanced Breast Cancer. B. J. 
ENNEDY, LyLE A. FRENCH, and WILLIAM T. PEYTON. 
N. England 7. M., 1956, 255: 1165. 


THE AUTHORS review the evidence of the favorable 
effects of the administration of steroid hormones or 
the deprivation of hormone-producing tissues upon 
advanced breast cancer. The rationale of surgical 
hypophysectomy in the treatment of advanced carci- 
noma of the breast is reviewed and a statement is 
made of the use of hypophysectomy for various other 
diseases as outlined in the literature. 


The authors present their results from the applica. 
tion of total surgical hypophysectomy to 28 patients, 
The preoperative preparation includes the use of 200 
milligrams of cortisone daily for 2 days. They utilize a 
frontal bone flap extending to the midline and back 
to the coronal suture. A dural flap is reflected and a 
block of the frontal lobe is resected to obviate the need 
for lobe retraction. In 6 patients the chiasm lay far 
forward, requiring removal of the tuberculum sellae 
to expose the fossa. The optic chiasm is elevated, the 
pituitary stalk is clipped and divided, and the dia- 
phragma sellae is opened. The gland itself is separated 
from its envelope of dura. It was often possible to 
bring the gland out in one smooth-walled piece, but 
invariably the authors found fragments remaining be- 
hind, which were attached to the walls of the fossa. 
These latter pieces were then curetted. Hemorrhage 
was not a problem and satisfactory inspection of the 
fossa was possible after completion of the procedure, 

The postoperative management of these patients is 
described. In 18 of the 28 patients objective regressions 
were noted as evidenced by recalcification of osteolytic 
metastases, decrease in size of the pulmonary lesions, 
disappearance of pleural effusions, disappearance of 
cutaneous lesions and lymph nodes, decrease in the 
size of the liver, and reduction of the elevated serum 
alkaline phosphatase. No response on the objective 
scale was noted in 10 patients. The over-all survival 
time of the entire series was 7.8 months; the non- 
responding patients survived 2.8 months. In addition 
to the objective criteria, subjective improvement, in- 
cluding an increased feeling of well being and relief of 
pain, was noted in 20 patients. The longest duration 
of objective response was 20 months. Fifteen of the 28 
patients are now dead, and calculation of the survival 
time supports the concept that in individual cases life 
has definitely been prolonged as a result of the opera- 
tive procedure. Those patients demonstrating a regres- 
sion after hypophysectomy followed by reactivation of 
the disease have survived for an average of 12.4 
months or more to date. Further evidence of tumor 
regression has been demonstrated by metabolic stud- 
ies which show objective regressions in the metabolic 
alterations with a decrease in serum calcium, decrease 
in urinary calcium excretion, positive nitrogen bal- 
ance, and weight gain. 

Transient rhinorrhea was noted in 5 patients and 
postoperative meningitis occurred in 3. Permanent 
visual disturbances were found in 2 patients. Of the 15 
patients now dead, 3 died in the first 4 postoperative 
weeks; 10 died because of the progression of the cancer, 
with or without evidence of regression after operation. 

The brain tissue removed at the time of operation 
contained multiple small areas of cancer cells. In 1 
patient cancer cells were present in the pituitary 
gland. 

In the 5 patients in whom examination of the sella 
turcica has been made, 1 had microscopic evidence of 
pituitary cells, and in the other 4 no evidence of viable 
pituitary tissue was noted (serial sections of the entire 
fossa were not obtained). 

A statement of the endocrinologic aspects following 
hypophysectomy is made with attention to the various 
measures of the adequacy of hypophysectomy. The 
authors believe there is no adequate test of pituitary 
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function sufficiently sensitive to establish the presence 
of complete hypophysectomy. The eosinophil tests of 
adrenal function were of no value. Measurement of 
pituitary gonadotrophic hormone revealed a disap- 
pearance of this hormone after hypophysectomy, and 
in no case did it subsequently reappear in the urine. 
Inall patients the thyroid function became lowered to 
hypothyroid levels. In all but 1 patient some degree of 
abnormal water balance was noted. There was no 
correlation between the completeness of hypophysec- 
tomy and permanent polyuria, nor between the devel- 
opment of diabetes insipidus and the response of the 
cancer. In the hypophysectomized patients who sub- 
sequently demonstrated regression, 8 received other 
forms of therapy after evidence of the reactivation of 
the disease. Androgenic hormones were used to pro- 
duce objective regressions in 3 patients, and in 3 
others no response was demonstrated. 

In the treatment of advanced breast cancer, a pa- 

tient responding to castration will subsequently re- 
» spond to hypophysectomy. Probably, prophylactic 
castration at the time of radical mastectomy should 
not be carried out, but should be reserved for the con- 
trol of the metastatic disease once it is manifest. In the 
menopausal woman, upon reactivation of the disease 
during estrogen therapy, hypophysectomy will result 
in a further remission. 

The authors believe that hypophysectomy is to be 
preferred to adrenalectomy in the treatment of this 
disease, in view of the favorable responses, the con- 
comitant adrenal atrophy, and the ease in management 
of the patient; they also believe that there is insuffi- 
cient evidence that hypophysectomy should be em- 
ployed as the initial endocrine treatment for patients 
with metastatic breast cancer. Total hypophysectomy 
has a definite role in the management of advanced 
breast cancer. —W. Eugene Stern, M.D. 


An Investigation of Neurosurgical Alleviation of 
Parkinsonism, Chorea, Athetosis, and Dystonia. 
Irvine S. Cooper. Ann. Int. M., 1956, 45: 381. 


THE auTHOR briefly reviews the various surgical 
methods which have been applied to the treatment of 
hyperkinetic disorders, including Narabayashi’s tech- 
nique of attempting to destroy the globus pallidus by 
» using a stereotactic device. He then describes two 
techniques he has used extensively in the last 3.5 
years, which aim at destroying the mesial globus pal- 
lidus and its afferent connections. The clinical results 
are noted in 200 cases of very advanced hyperkinetic 
disorder; 180 operations were performed for the syn- 
drome of Parkinson. Fifty-five of the operations con- 
sisted in surgical occlusion of the anterior choroidal 
) artery, and 145 of the procedures were chemopallidec- 
tomies. The occlusion of the anterior choroidal artery 
is carried out in an attempt to cause an infarct in the 
mesial portion of the globus pallidus and certain of its 
connections. 

An arteriogram is performed to visualize the vessel 
which is occluded by electrocoagulation through a 
small subtemporal craniectomy under local anesthesia. 
The procedure of chemopallidectomy consists in the 
placement of a small catheter through a trephine 
opening directly into the globus pallidus. This is done 
under x-ray control with special instrumentation. 


SURGERY OF THE NERVOUS SYSTEM 23 


When the operator is satisfied with the placement of 
the catheter, 0.25 cubic centimeter of procaine is in- 
jected. If the site is correct tremor and rigidity of the 
contralateral extremities are at once alleviated. The 
author considers the area thus found a physiologic 
landmark and he follows his initial injection with .5 
to 1 cubic centimeter of ethocel, a solution of 8 per 
cent celloidin and 95 per cent ethanol, for more per- 
manent destruction of the area. 

The patients are carefully evaluated by a battery 
of examiners in various related disciplines and scru- 
pulous studies are done, including motion pictures and 
electromyography. The author considers the results 
under such conditions to be of great clinical signifi- 
cance. His results after anterior choroidal occlusion 
consist in the relief of Parkinsonian features contra- 
laterally in 75 per cent of the 55 times it was carried 
out. It is emphasized that the disease was far ad- 
vanced and greatly disabled. Tremor confined to the 
distal portion of the extremities was virtually abolished 
in the contralateral extremities in 65 per cent of the 
patients without compromise of motor function. 
Tremor which persists through motion as intention 
tremor is ordinarily not alleviated. Major tremor 
which shakes the entire limb, with shaking of the neck 
and trunk as well, is usually not completely alleviated. 
Rigidity was lessened in 75 per cent of the patients 
with successful occlusion of the artery. Gait was im- 
proved to a marked degree in a number of patients, 
with loss of propulsion and retropulsion. Hemiplegia 
of more than transient degree developed in 3 patients. 
Most of the patients improved greatly in terms of gen- 
eral functional capacity. The operative mortality rate 
was 10 per cent. The mortality and the rate of un- 
desirable side effects dropped with experience. 

Chemopallidectomy was performed in 145 cases of 
which 125 represented Parkinson’s disease. A marked 
decrease in tremor and rigidity occurred in 75 per 
cent of the patients, with rigidity being more strikingly 
changed than tremor. The mortality rate was slightly 
under 3 per cent with 4 cases of hemiparesis, 1 of 
aphasia, and 1 of ataxia and oculomotor nerve palsy. 
Twenty chemopallidectomies were done on 12 pa- 
tients with other hyperkinetic disorders, 8 of whom 
underwent bilateral operations. The cases in this group 
were diagnosed as chorea, chorea-athetosis, athetosis, 
and dystonia. There were 8 good results which have 
persisted and 2 which were transient. One patient 
developed a hemiparesis and one died postoperatively. 

The author believes that the results indicate that 
these entities may be relieved by the procedure de- 
scribed without sacrificing motor power. He concludes 
that chemopailidectomy with the use of landmarks 
which he developed, along with the pallidectomy 
guide, is a technique of wide application in Parkinson- 
ism and other hyperkinetic diseases. He believes that 
the procedure is simple and effective and, because of 
this, has many advantages over more complicated 
procedures. —Edward B. Schlesinger, M.D. 


The Prevention of Thrombosis in Neurosurg 
(Thromboseverhuetung in der 
NEUGEBAUER, Chirurg, 1956, 27: 496. 


THE AUTHOR presents a series of prophylactic meas- 
ures used for the prevention of thrombosis and em- 
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bolism. He recommends the administration of dicu- 
marol and heparinlike drugs from the third post- 
operative day for a period of 5 days. This treatment 
is given under careful check of the prothrombin 
values on the fifth and ninth days. ACTH as an anti- 
coagulant is contraindicated as it increases the ten- 
dency toward bleeding and the formation of edema. 
—George Perret, M.D. 


The Question of Hemostasis in Brain Operations (Zur 
Frage der Blutstillung bei Hirnoperationen). F. HEpp- 
NER. Langenbecks Arch. u. Deut. Kschr. Chir., 1956, 
283: 458. 


THE AUTHOR first mentions the various methods used 
for intracranial hemostasis, and then presents a new 
technique in which he uses thrombin foam. Little 
sticks of thrombin foam (topostasin) melt in a few 
seconds after they have been introduced in a wound. 
They produce a foam which penetrates all portions 
of the wound and forms a coagulation film thus stop- 
ping bleeding. The author has used this method in 
various portions of the brain and recommends it for 
stopping the bleeding from tumor beds, for instance, 
after resection of tumors of the pituitary gland, in 
the region of the third and fourth ventricles, and in 
the cerebellopontine angle. 

Another recommended method is that of spraying 
the wound surface with a mixture of plasma and aque- 
ous thrombin solution made of topostasin (fibrino- 
spray). The contact of the thrombin solution with the 
plasma fibrinogen produces a coagulum on the sprayed 
surface. The author claims that this method will 
isolate the surface of the brain wound from the cere- 
brospinal fluid pathways and also supply an “‘ersatz”’ 
to replace a defect in the dura. It is also hoped that 
this plasma and thrombin coagulum sprayed over 
the surface of the brain will prevent the formation of 
adhesions between the brain and the dura and/or 
muscle. —George Perret, M.D. 


SPINAL CORD AND ITS COVERINGS 


Extradural Spinal Cord Hematoma; Report of a Case 
Due to Dicumarol and Review of the Literature. 
B. ALpERMAN. N. England 7. M., 1956, 255: 
839. 


THE AUTHOR presents a case report with a review of 
the literature concerning the formation of hematoma 
after dicumarol therapy. A review of the literature 
revealed that previously only 2 cases of this kind had 
been reported. He emphasizes that early recognition 
of the syndrome can prevent paraplegia and possible 
death, and that frequent and reliable prothrombin 
time determinations are important in long-term anti- 
coagulant therapy. 

In spite of a weekly determination of the prothrom- 
bin level in the case described and no change in do- 
sage, symptoms of an extradural clot began 4 days 
after a prothrombin time of 36 seconds was found. 
The patient was receiving 50 milligrams of dicumarol 
daily for 5 days followed by 2 days without medica- 
tion. He received colchicine and aspirin during the 
period of the bleeding and these may have potentiated 
the anticoagulant effect. The patient had suffered a 
posterior myocardial infarction and had been on anti- 


coagulant therapy for 6 months. Symptoms of th 
spinal complication began with pain across the back 
when the patient rose from a chair, and it was assoc. 
ated with mechanical low back signs but no neur. 
logic changes. The patient’s condition improved oy 
conservative treatment but 4 days later the pain be. 
came worse and spread to the calves and thighs. Numb. 
ness in the fifth lumbar vertebra distribution began tp 
appear. On the fifth day after symptoms began, ex. 
amination revealed paraparesis and a mild sensory 
defect. The urine contained 8 to 10 red blood celk 
per high power field. The prothrombin time was? 
percent. The patient was given 500 milliliters of blood 
and 75 milligrams of vitamin K intravenously. The 
pain increased and he was given further blood and 
vitamin K, but the next morning he showed progres 
sive weakness and bladder difficulty along with aggra- 
vation of the sensory loss. Myelogram showed a block 
below the third lumbar vertebra of the extradural 
type. Decompression revealed a thick red clot with 


superimposed fresh clot. The patient’s course follow. F 


ing decompression was one of gradual improvement. 


Within a year he could walk 100 feet on crutches and 


take half a dozen unsupported steps. The bladder and 
bowel activity was normal, aiid the remaining weak- 
ness was restricted to the gluteal region and the dor- 
siflexors of the feet. 

The author notes that there are 14 well documented 
cases of extradural hematoma of the spinal cord dis- 
cussed in the literature and he reviews them briefly. 
His own case is the third recorded, with only one pre- 
viously described as being secondary to the effect of 
dicumarol. He believes that this diagnosis should be 
considered in any patient taking anticoagulants in 
whom low back or sciatic pain develops. The need 
for frequent prothrombin time determination is 
stressed, along with repeated examinations of the 
urine for red cells as an early warning signal. 

— Edward B. Schlesinger, M.D. 


Operation Upon 1,000 Cases of Sciatica (1000 cas de 
sciatique opérés). ANDR& SicaRpD and ANGE LEC. 
Presse méd., 1956, 64: 1635. 


‘THE AUTHORS have operated upon 1,658 patients with F 


sciatic syndrome, but this report is based upon 1,348 
patients operated upon since 1945, since which date 
they have maintained a uniform operative technique. 
On sending questionnaires to these patients, there was 
a remarkable response of 1,026 answers, the first 1,000 
of which were used for the follow-up material given 
in this report. 

In the entire series, a defective intervertebral disc 
was found in 78.4 per cent of the patients. In the last 


500 patients of the entire group, this figure rose to F 


82.1 per cent. Five patients were found to have neuri- 
nomas of the root, and others completing the series 
were found to have osseous, rather than neural, le- 
sions. The answers to the question, “Are you satisfied 
with your operation,” were as follows: 86.1 per cent 
affirmative without restriction; 10.1 per cent satisfied 
with some reservations; and 3.8 per cent not satisfied. 

The authors believe that while a herniated inter- 
vertebral disc is by no means the only lesion productive 
of a sciatic syndrome, yet it isso common a cause that 
in every instance its possibility must be excluded. In 


recurre 
found t 
tradict 
ment 
his stuc 
displac 
lowed | 
strate 
althoug 
a seriot 


removins 
Pextradur 
Beven for 
posure O 
small 
gether 
frequent 
they str¢ 
5 The dor 
tioned w 
if relief 
of the of 
grafts o1 
i problerr 
vertebre 
of a her 
number 
F cally no 
ation; 
mainly 
| 
sults, cz 
surgeon 
patients 
» varianc 
surgical 
‘ not per 

q 

PERIP! 
Recurr 
Harc 
THE al 
is misse 
not in 
He 
the an 
due to 
which | 
with 
» groove 
epicon 
longer 
that it 
tions i 
laxity 
carryi 
| hypere 
varus 
dislocz 
tions | 
habitu 
is the 


removing the herniated mass, they believe that the 
extradural approach is the only one ever necessary, 
even for midline herniations, and that a proper ex- 

ure of the root can be obtained only by removing 
asmall bit of the contiguous edges of the laminae to- 
ether with the ligamentum flava. They warn of the 
frequent occurrence of more than one herniation, and 
they stress the importance of not injuring the facets. 
The dorsal roots of the first sacral nerve may be sec- 
tioned with but little sensory loss in the lower extremity 
if relief from pain cannot be obtained with removal 
of the offending mass alone. They do not believe that 
grafts or fusion are often necessary, and approach the 
problem of fusion with 3 rules: (1) never fuse the 
vertebrae until after absolutely ruling out the presence 
of a herniated disc, possibly even more than one in 
number; (2) never fuse a back which is radiographi- 
cally normal, regardless of impressions gained at oper- 
ation; and (3) when considering fusion be guided 
mainly by the clinical signs. 

The authors do not think that the medical and 
surgical methods of treatment of sciatica, and the re- 


‘sults, can be compared, since the physician and the 


surgeon see, for the most part, two different classes of 
patients. The two methods of treatment are not at 
variance; rather, they complement one another. The 
surgical treatment of herniated intervertebral disc is 
not perfect; it is only as good as its results. 

— John Martin, M.D. 


PERIPHERAL NERVES 


Recurrent Ulnar Nerve Dislocation at the Elbow. 
Haroip M. Cuitpress. 7. Bone Surg., 1956, 38-A: 978. 


THE AUTHOR became interested in the condition of 
recurrent ulnar nerve dislocation at the elbow and 
found the medical literature to be confused and con- 
tradictory in regard to cause, incidence, and manage- 
ment of recurrent dislocation in this region. Prior to 
his studies most investigators believed that complete 
displacement of the nerve is rare and is usually fol- 
lowed by friction neuritis. His studies tend to demon- 
strate that hypermobility is not uncommon and that 
although associated neuritis is not frequent, it may be 


» aserious complication. He believes that the diagnosis 


is missed because complaints are often in the hand and 
not in the region of the elbow. 

He found disagreement concerning the etiology of 
the anomaly. Various hypotheses include dislocation 
due to hypertrophy of the medial fibers of the triceps, 
which pushes the nerve from its bed, and direct trauma 
with rupture of the fascia overlying the postcondylar 
groove. Congenital posterior mal position of the medial 
epicondyle is considered a predisposing factor with a 


| longer course for the nerve during elbow flexion so 


that it dislocates to relieve the tension. Other explana- 
tions include variation in the depth of the groove, 
laxity of the arcuate ligament, and an exaggerated 
carrying angle. Cubitus valgus, when associated with 
hyperextensibility of the elbow joint, and also cubitus 
varus are considered as etiologic bases for recurrent 
dislocation. In the author’s series of 1,000 examina- 
tions the incidence was 16.2 per cent. Statistics for 
habitual dislocation vary from 2 to 19.8 per cent. It 
is the belief of most students of the problem that 
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repetition of the dislocation causes traumatic neuritis 
and that, in particular, patients engaged in manual 
labor should have a surgical transplantation per- 
formed early after recognition of the lesion. 

The author, who himself has the anomaly, ex- 
amined the elbows of 1,000 normal individuals evenly 
divided between male and female. He learned to clas- 
sify hypermobility into two types. In the first (type A) 
the nerve moves out of its groove onto the tip of the 
humeral epicondyle when the elbow is completely 
flexed, and in the second (type B) the nerve has 
greater excursion than in the other type and passes 
completely across and anterior to the epicondyle when 
flexion is more than 90 degrees. The incidence was 
162 in 1,000, with 121 of the former type and 41 of 
the latter. The condition was not found more frequently 
in children or in athletes. No etiologic pattern was 
found and no special anomalies were discovered by 
x-ray examination. No 2 cases were found in one 
family and there was no relationship to activity versus 
desultory pursuits. 

The author believes that the origin of the anomaly 
is congenital and due to a loose anchorage of the 
ulnar nerve. It is striking that he found that not one 
of the affected persons was aware of the anomaly and 
concludes that it is asymptomatic unless trauma su- 
pervenes. It seemed logical to suspect that nerves in 
type A conditions would be subject to direct trauma, 
and the nerves in the type B conditions to friction 
neuritis; apparently this was borne out clinically. 
The author cites 5 cases which illustrate the lesions 
and describes their management. He also describes 
various forms of superimposed trauma, including 
direct trauma, falls or automobile accidents, and pres- 
sure from abduction shoulder appliances and plaster 
spicas. 

He considers surgical intervention indicated for all 
patients with definite friction neuritis with sensory and 
motor loss. He warns against the subcutaneous method 
of transplantation, since he believes many unsuccessful 
results are due to this technique and describes deep 
implantation in moderate detail as a method of choice. 

— Edward B. Schlesinger, M.D. 


MISCELLANEOUS 


The Acroparesthesias in Relation to the Carpal Tun- 
nel Syndrome (Ueber Akroparaesthesien beim Kar- 
paltunnelsyndrom). E. Stricker, H. Nicst, and W. 
ZINN. Schweiz. med. Wschr., 1956, 86: 1215. 


THIRTY-FOUR INSTANCES of acroparesthesia were re- 
ported from the medical, surgical, and physiothera- 
peutic clinics of the Buergerspital, Basel, Switzer- 
land. These were patients who could be followed. The 
control period for the operative cases averaged 1 year 
and for the conservatively treated cases 6 months. 
The symptoms of this condition are so character- 
istic (formication, numbness, and painful sensations 
in the area of distribution of the median nerve, atro- 
phy of the thenar muscles) that the subject of differen- 
tial diagnosis is not stressed. The authors emphasize 
the significance of the combination of paresthesias 
and atrophy in the differential diagnosis, since the 
origin of the median nerve and the innervation of the 
muscles of the thenar eminence are so far apart that 
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root involvement (protrusion of a cervical interverte- 
bral disk) is unlikely. 

The most promising conservative treatment has so 
far consisted in the injection of hydrocortisone (25 
mgm.) beneath the ligamentum carpi transversum, 
in close proximity to, but not into, the median nerve. 
Twenty-eight of the patients were treated conserva- 
tively, 13 with excellent results, 11 with satisfactory 
results, and 4 without benefit. These patients had 
been less severely affected. 

The most promising surgical method of treatment 
was the decompression of the median nerve by sec- 
tion of the transverse carpal ligament. This method 
resulted in 12 excellent results and 11 satisfactory re- 
sults. Following this form of therapy many of the pa- 
tients were able to return to physical labor. 

The operation is a simple one, performed through a 
bayonet incision over the wrist. The ligament is ex- 
posed and divided with a fine scissors. After both con- 
servative and radical treatment of the more seriously 
involved hand regression of the symptoms in the un- 
treated hand often took place (4 cases). It is possible 
that relief of the one hand and the ability to use it 
may have given the other hand a chance to recover. 

Conservative methods may be tried in instances in 
which the surgeon is not certain that irreversible com- 
pression of the median nerve is present. Where there 
is undoubtedly irreversible compression of the nerve 
surgery is indicated. — John W. Brennan, M.D. 


Chemodectoma of the Glomus Intravagale; Report of 
2 Cases; 1 with Regional Lymph Node Metastases. 
KENNETH B, CoLDWATER and KENNETH R. Dirks. 
Surgery, 1956, 40: 1069. 


THE AUTHORS report the eighth and ninth cases of 
nonchromaffin paragangliomas which arise in the 
glomus intravagale. In the second of the 2 cases the 
peculiar feature of the presence of regional lymph node 
metastases is emphasized. The case records, including 
the operative findings and pathologic description, are 
reported in detail with 8 figures, including 3 black and 
white photomicrographs and 1 reproduction of the 
gross specimen. 

In the first case a firm mass was demonstrated be- 
neath the angle of the left mandible in a 47 year old 
man. It could be palpated through the left pharyngeal 
wall and was unassociated with any vocal cord paraly- 
sis or abnormality of the skull, paranasal sinuses, or 
cranial foramina. At the time of definitive operation 


operation, which included stumbling gait, blacking 
out episodes, ind palpitations, improved striking 
during the potoperative period. 1 

The second tumor was found in a 65 year old ma 
who had complained of a mass on the left side of hi 
neck for 7 years. Localized digastric, triangle lymp 
nodes were enlarged and hard; the left pharyngea| 
wall was displaced mesially. The pharyngeal air 
space was distorted, but otherwise the roentgenogram 
showed normal findings. Cardiac asystole was pro. 
duced by pressure over the carotid bifurcation on both 
sides. At operation the internal carotid artery wa 
engulfed by an inflammatory reaction, and ligation ¢ 
the internal carotid artery was found necessary. Fou 
of the 9 lymph nodes removed had the same type d 
tissue as the parent tumor. 

The relationship to these tumors to nonchromaffn 
paraganglionic tumors in other locations of the body's 
reviewed. These 2 patients presented evidence sug- 
gesting a chemoreceptor activity and vagal dysfunc 
tion characterized by “‘blacking-out” spells, gastric 
pain, sweating, vomiting, dizziness, palpitation, hy- 
potension, and carotid sinus sensitivity. The author 
suggest that the glomus intravagale may share some d 
the physiologic activity thought previously to be char- 
acteristic of carotid and aortic bodies alone. Irritation 


of the vagal fibers by pressure of the tumor may alu 


contribute to the functional disturbances. It is sug- 
gested that the nonchromaffin paraganglionic cells oi 
the carotid body, the glomus intravagale, the glomu 
jugulare, and the paraganglion tympanicum may le 
of common origin. 


The authors review the malignant tendency of the F 
other nonchromaffin paraganglionic tumors and, in 
particular, review the previously reported 7 cases ol 


the intravagal tumor reported in the literature. In} 
of the 9 (including the present 2) reported cases the 
tumors have exhibited malignant characteristic, 
showing a local bony invasion, wide-spread bone me- 
tastases, or lymph node metastases. Fifty-three refer- 
ences accompany the article. 

—W. Eugene Stern, M.D. 
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CHEST WALL AND BREAST 


Subcutaneous Phlebitis of the Breast and Chest Wall. 
Paut A. KaurMan. Ann. Surg., 1956, 144: 847. 


THE AUTHOR adds 7 case reports to the growing list 
of examples of Mondor’s disease. Subcutaneous phle- 
bitis of the lateral thoracic region, particularly in the 
mammary zone, presents as a tender cord beneath 
the skin, which may extend to the axilla and to the 
groin. It causes the skin to be drawn tautly over it 
when the arm is raised and abducted. The process is 
benign and nonbacterial; it may follow local trauma, 
or operations and regional inflammations, or it may 
occur without recognizable cause. Occasionally it 
may be confused with benign or malignant tumors 
of the breast, only to be differentiated by biopsy. No 
specific treatment is called for, and the disease is 
self-limited, leaving no disabling or deforming re- 
siduals. —Leonard D. Rosenman, M.D. 


Bilateral Mammary Cancer. JosEpH H. Farrow. 
Cancer, Philadelphia, 1956, 9: 1182. 


DuriNG THE 10 year period from 1940 through 1949, 
5,576 patients with operable mammary cancers were 
treated at the Memorial Center, New York. Of this 
group 202 patients (3.6 per cent) experienced the 
development of independent bilateral tumors. 
Twenty-one of the tumors occurred simultaneously 
' (0.4 per cent), and 181 (3.2 per cent) occurred 
nonsimultaneously. 

The author discusses the difficult talk of differ- 
entiating between a second independent primary 
lesion and metastases to the contralateral breast from 
_ the original primary. The following criteria were 
| utilized in making the diagnosis of a new primary 
lesion. In simultaneous tumors: (1) the lesions should 
be approximately the same size; (2) no previous 
treatment has been given to either lesion; (3) the 
_ lesions must be locally operable without evidence of 


-f lymphatic permeation or satellite nodules; and (4) no 


evidence of metastases is found beyond regional axil- 
lary lymph nodes. In nonsimultaneous lesions there 
should be: (1) histologic proof that the original lesion 
was carcinoma; (2) a lapse of a period of time during 
which no evidence of metastases occurred (author 
used an interval of 1 year); (3) the development of an 
independent second primary tumor in the opposite 
breast without evidence of metastases elsewhere; and 
(4) a course, following definitive treatment to the 
second side, that is comparable to that of a primary 
lesion. Especially difficult to evaluate were those cases 
in which metastases had developed in the contralateral 
axilla with subsequent retrograde spread to the ad- 
jacent breast. 

The patient with bilateral independent mammary 
cancer should be treated in the same manner as one 
with unilateral breast carcinoma, with supplementary 
treatment such as roentgenotherapy or castration as 
indicated. Simultaneous carcinomas usually were not 
operated on at the same time, because less postopera- 


tive discomfort was believed to result when the pro- 
cedures were staged approximately 5 to 10 days apart. 

The results of treatment indicated a poor prognosis 
for patients with lesions that occurred simultaneously. 
Of 21 patients treated only 3 (14 per cent) were 
known to be surviving free from disease for 5 or more 
years. In the cases of nonsimultaneous, bilateral 
breast cancer, the time interval between the appear- 
ance of the second lesion and the original procedure 
appeared to be significant in the ultimate survival. 
When the time interval was less than 5 years the 
prognosis was poor; when it was greater than 5 years 
the results were improved, but still were not better 
than those commonly seen in unilateral lesions. 

The author discusses the occasionally proposed 
suggestion, that radical mastectomy performed for 
unilateral breast cancer should be followed by simple 
mastectomy on the contralateral side. He points out 
that approximately 50 per cent of the patients in this 
series failed to survive the first breast cancer, and 
accordingly simple mastectomy would have been an 
unnecessary procedure. An analysis of the 181 cases 
of nonsimultaneous, bilateral primary lesions revealed 
95 instances in which treatment had failed to give 
satisfactory results or follow-up was inadequate. These 
95 patients (1.7 per cent) might have been benefited 
by simple mastectomy as a prophylactic procedure. 

In a few special instances, namely, the finding of 
significant epithelial alterations in locally excised 
specimens from the contralateral breast, or a strong 
familial history of mammary cancer, valid reasons can 
be found for considering prophylactic simple mastec- 
tomy. Careful follow-up is indicated in all postmas- 
tectomy patients since the remaining breast appears 
to be in greater danger of having the development of 
a second primary carcinoma. 

—M. C. Anderson, M.D. 


Critical Analysis of Palliation Produced by Adrenal- 
ectomy in Metastatic Cancer of the Female Breast. 
P, SYDNEY Korman, DEVANABOYINA 
NaGAMANI, and SAmMuEL G. Taytor. Ann. Int. M.., 
1956, 45: 989. 


IN ATTEMPTING to evaluate the palliative value of 
adrenalectomy as part of the treatment of cancer of 
the breast, the authors have established several cri- 
teria to be used in their analysis of results. These 
criteria include an adequate period of time without 
therapy to determine the natural course of the disease, 
withholding radiation therapy for at least 3 months 
prior to adrenalectomy, and delaying adrenalectomy 
until regression from other means has stopped. They 
also believe that the evaluation is best accomplished 
by those who have followed-up the patient in the 
period prior to adrenalectomy. The criteria of objec- 
tive response includes bone healing or regression of 
visible palpable lesions, changes in urinary calcium 
excretion and of serum alkaline phosphatase. Sub- 
jective response includes palliation from pain and 
reambulation in bedridden patients. 
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Of 58 patients who had bilateral adrenalectomy, 8 
died in the immediate postoperative period from ex- 
tensive metastatic pleuropulmonary involvement, 
hepatic insufficiency, or postoperative hemorrhage. 
Palliation in the remaining 50 patients suitable for 
evaluation was present in only 26 per cent. Although 
3 additional patients had objective regression, worth- 
while palliation did not occur. 

The best response to adrenalectomy was found in 
the group in which the interval of time between 
mastectomy and recurrence was more prolonged. 
Likewise, the best results were seen in the 40 to 50 
year age group. 

It has been impossible to correlate the histologic 
type of the tumor and its response to therapy in any 
of the patients, or to anticipate the effect of adrenal- 
ectomy on the basis of response to previous types of 
therapy. In addition, the menstrual age of the pa- 
tients has not been of significance. It is suggested that 
only by the critical analysis of a large, pooled group 
of cases might some accurate criteria be established 
for anticipating the benefit to be obtained by adrenal- 
ectomy. —W. Harrison Mehn, M.D. 


Cancer of the Breast; Preoperative Radiation and 
Extent of Skin Excision (Zur Frage der Ausdehnung 
der Hautexcision bei der Radikaloperation des Mam- 
macarcinoms nach Vorbestrahlung). A. K. ScuMmauss. 
Chirurg, 1956, 27: 540. 


PREOPERATIVE RADIATION damages local cancer nodes 
on the skin severely, but does not destroy them. 
Hence, 2 to 3 months after radiation regrowth of 
remaining cancer foci on the diseased skin takes place. 

The usual rate of recurrence following preoperative 
radiation and standard procedures is from 8 to 14 
per cent. Schloffer’s method which results in the un- 
usually low rate of 2.6 per cent recurrence merits 
consideration. It requires as wide an excision of the 
skin as possible. Primary closure cannot be carried 
out; plastic operations are necessary to close the re- 
sulting defect in the skin. 

On the basis of 17 cases of extensive Heidenhain 
plastic operation it is concluded that preoperative 
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radiation is not a contraindication to skin grafting 


and plastic procedures. This is in contrast to various oot 
opinions expressed in the literature. Wound healing Poach 
takes place just as in patients not given preoperative |” The 
radiation. Very obese patients, however, should not definiti 
be subjected to plastic procedures on the skin, In @ °° rte 
none of the 17 cases, which were followed up from on 
6 months to 4 years after operation, were there signs iw ' 
of local recurrence. —Sidney Smedresman, M.D. ™ 
extrem 
Advanced Mammary Cancer Treated with Sex Hor. poi 
mones. Epwarp F. Lewison, Frances H. Trimatz, 
and Rosert S. GANELIN. J. Am. M. Ass., 1956, 162: "ema" 
1429. 
THE BREAST is the most frequent single site of cancer yee 
in the human body. Yet, although the breast is a term $s 
readily accessible surface organ, only 1 or 2 of 5 cases One 
of mammary cancer are presently being discovered ceived 
before the tumor has metastasized to the axilla or J ion | 
beyond. It is readily apparent, therefore, that in the until t 
total care of breast cancer the palliative treatment of an ext 
advanced, recurrent, or metastatic disease by means J jocal 
of hormonal alterations has become a problem of Fg jow 
major magnitude in clinical management. aent 
The authors review the historical development and reset 
the mode of action of sex steroid therapy. } 
The clinical material comprising this investigation Bont 
consisted of 133 women with inoperable, recurrent, or Th 
metastatic breast cancer who received a total of 223 B pm 
complete courses of hormone therapy at the Breast B ovtre: 
Clinic of the Johns Hopkins Hospital between June, 
1947 and August, 1955. Careful criteria for admission tient 
to this study were observed. oan 
The particular sex hormone chosen for use in each P 
patient was related to her physiologic age in reference Para: 
to her menopause. Prior to the menopause and for a Fo 
5 year period thereafter, the initial steroid of choice E. 
was always an androgen. Following this 5 year post- Tue 
menopausal period, treatment with estrogens ap- of th 
peared to be definitely superior. ond 
The results of hormone therapy were compared in 1894 
the following eategory of lesions: (1) primary tumor, ion 
(2) soft tissue, (3) visceral, and (4) osseous. ont 
A comparison of the objective results is shown in den 
Fic. 1. A favorable subjective response (complete or with 
partial relief from pain) occurred in 52 per cent of the oot 
patients treated with androgen and in 51 per cent of upp 
those treated with estrogen. on 
The questions pertaining to prolonged survival the 
time and undesirable side effects incident to intensive om 
hormone therapy were tabulated and discussed. clue 
Although the sex hormones are not a “cure” for T 
advanced cancer of the breast, yet they offer pro- of t 
found and gratifying benefits to some patients. Al- to | 
though drastic measures are allowable when gentle- wes 
ness is in vain, it has been the practice of the authors mo 
to make full use of the conservative palliative benefits poe 
of hormone therapy before resorting to adrenalectomy pos 
or hypophysectomy. init 
anc 
Lymphangiosarcoma in the Lymphedematous Arm mo 
After Radical Mastectomy. WituiaM R. NELson and yez 
H. Mason Morrir. Cancer, Philadelphia, 1956, 9: 1189. the 


SEVENTEEN CaSEs of lymphagiosarcoma that developed 
in postradical mastectomy lymphedematous arms 


rafting have been reported previously. The authors add two 
— nal experiences with this late complication, 
ealing hich originated in areas of chronic lymph stasis. 
“> The lesion usually appears 9 or more years after 
™ Th definitive breast surgery, although in 1 case previously 


reported the growth began 5 years after mastectomy. 


from The tumor is superficially located, rarely extending 
De below the fascial covering of the musculature of the 
i extremity. Despite this rather limited local extension 
H distant spread is common, and the usual cause of 
an death is pulmonary metastases. Only 1 patient has 
, 162: remained free of disease. 
‘ The surgical treatment has varied from local ex- 
cision to interscapulothoracic amputation. Roentgen 
ancet Bf therapy was utilized in 3 cases, and the single, long- 
18 4B term survivor was treated by this method. 
_ One of the 2 patients treated by the authors re- 
‘eg ceived radiation to the local area, with good regres- 
4 ot & sion being noted for 3 months following treatment 
the J until the time of the report. The second patient had 
nt ol Fan extensive local lesion and was treated by the wide, 
ans BF \ocal excision of the skin and subcutaneous tissues, 
n of F followed by skin grafting as described for the treat- 
qf ment of elephantiasis. Signs of venous invasion were 
= present in the resected specimen, and evidence of 
tion a metastases developed in the patient within 3 
| months. 
on This latter procedure is suggested as a more logical 
on form of treatment than radical amputation of the 
nes extremity, since most disease is confined locally to the 
ra skin and subcutaneous tissues, and all except 1 pa- 
tient have died of widespread disease despite radical 
procedures. —M. C. Anderson, M.D. 
ae Parasternal Dissection in Radical Mastectomies with a 
Follow-Up Study. T. Tostassen, B. S@RENSEN, and 
nice E. Hasner. Acta chir. scand., 1956, 111: 456. 
= Tue History of the surgical treatment of carcinoma 
Pp of the breast is reviewed beginning with the independ- 
" ent descriptions of the classical radical mastectomy in 
fn 1894 by Halsted and Meyer. Early metastases from 
= breast tumors are generally along the 3 following 
in routes: (1) chiefly to axillary nodes via lymphatics 
pa along the lower border of the pectoralis major muscle, 
wd with lesser drainage; (2) to apical or infraclavicular 
of nodes of the axilla, and (3) to parasternal nodes of the 
upper three intercostal spaces. The writings of numer- 
al ous authors interested in the parasternal nodes over 
i. the past 50 years are surveyed, and they lead to the 
current monobloc mastectomy procedures which in- 
clude parasternal dissection. 
x The authors report two series of cases of carcinoma 
L. of the breast. The first consisted of 55 patients (1950 
. to 1952) on whom the standard radical mastectomy 
a was performed with separate parasternal node re- 
. moval through the intercostal spaces, usually without 
cutting the cartilages. Most of these patients received 
y postoperative irradiation. Four patients were found 
initially to have only parasternal node involvement, 
and all of these died within 4 years. The over-all 
1 mortality rate for the entire group, observed for 3 


years, was 29 per cent. It was 49 per cent for 37 of 

these patients who had been followed for 5 years. 
The second series of 376 patients (1951 to 1955) had 

the standard operation, combined with a separate 
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supraclavicular dissection and parasternal dissection 
by elevating the upper costal cartilages. A few of the 
cases with initial involvement were irradiated, but 
thereafter no radiation therapy was employed unless 
recurrence appeared. Of all the patients with a medi- 
ally located breast tumor, 23 per cent had parasternal 
node invasion, and 6 per cent parasternal involvement 
alone. In the patients who had medial tumors with 
nodal metastases, 66 per cent had parasternal invasion 
and 16 per cent parasternal involvement only. The 
corresponding data for laterally and centrally located 
cancers was approximately half or less of the above 
figures, respectively. In the second series 5 patients 
with parasternal invasion alone have been followed 
for 3 years and there has been no recurrence, and in 
2 patients followed for 4 years there was 1 recurrence. 

The mortality rate in the second series after 3 years 
was 7 per cent of 29 patients, and 13 per cent of the 15 
patients observed for 5 years. Several of these deaths 
were due to causes other than breast cancer. Although 
the second series contained a higher ratio of cases of 
early cancer than the first group, the data suggest the 
salvage of more individuals by the extended opera- 
tion. Parasternal node involvement was a common 
finding in cases usually considered operable, especially 
when the tumor was located medially. The operative 
mortality rate of parasternal dissection was less than 1 
per cent, and follow-up in the cases with parasternal 
invasion has been encouraging. 

—Enmile L. Meine, Fr. 


TRACHEA, LUNGS, AND PLEURA 


Limits and Possibilities of Plastic Repair of the 
Trachea (Grenzen und Moeglichkeiten der Tracheal- 
plastik). F. Horie, H. J. Vierecx, R. Scuautz, and 
Langenbecks Arch. u. Deut. Zschr. Chir., 1956, 
283: 3 


CIRCUMFERENTIAL DEFECTS of the thoracic trachea 
after resection up to an extent of 4 cm. can be closed 
successfully by end-to-end anastomosis. Many at- 
tempts have been made to bridge larger defects by 


Fic. 1 (Holle et al.). Nylon net prosthesis reinforced 
with V2 A stainless steel wire rings. 
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Fic. 2. Technique of closing a window defect by means 
of a fascia-lined nylon prosthesis. 


means of homografts or prostheses of foreign material, 
but the results have not been satisfactory. 

To the authors, Gebauer’s experiments, employing 
free dermal grafts reinforced with stainless steel wire 
rings, seemed the most feasible approach. In the 
continuation of this work the authors performed 
experiments on 12 dogs. In 9 of the animals, a 2 to 
5 cm. segment of the thoracic trachea was resected, 
and in 3 dogs a window defect, extending over more 
then 50 per cent of the circumference of the trachea, 
was created. Two 3 cm. circumferential defects were 
bridged by means of fresh homografts. Preserved 
homografts were used for the repair of a3 cm., a 4.cm. 
and a 5 cm. defect, and one 1.5 cm by 2.0 cm. window 
defect. The grafts were obtained by aseptic technique 
and the mucosa was cleaned with sponges soaked in 
terramycin solution. The grafts were then stored at 
— 27 degrees C. for periods of 1 to 8 weeks. In 3 dogs 
nylon net prostheses reinforced with stainless steel 
wire rings were employed for replacement in one 5 
cm. and two 3 cm. circumferential defects. The out- 
side of the nylon prostheses was covered with free 
transplanted fascia lata. In 2 animals, a nylon net 
prosthesis, the inner surface of which was lined with 
fascia lata, was used to close a 2 by 3 cm. and a 3 by 
4 cm. window defect of the trachea. 

After incision of the trachea, the intratracheal tube 
was advanced into the aboral part of the trachea in 
order to maintain ventilation. If the aboral lumen of 
the trachea was too narrow, a smaller tube was in- 
serted through the cut end and connected to the res- 
pirator. Anastomoses were performed by means of 
interrupted everting mattress sutures of stainless steel, 
atraumatic cotton, or silk. Airtight closure was achieved 
in every instance. The fascia-lined nylon prostheses 
were inserted in such a manner that the free margin 
of the fascia was sutured to the defect with a continous 
suture, the nylon net remaining exteriorly. After 
completion of the anastomoses, the trachea was 
repleuralized in all of the animals. Penicillin was given 
routinely for 3 days. Three animals died within 12 
days after operation from unrelated causes. The rest 
of the animals were observed for periods varying from 
1 to 6 months. 

In agreement with Rob and Bromley, it can be 
stated that homografts are not suitable for replace- 
ment of the thoracic trachea. Necrosis and absorp- 
tion as well as severe constriction of the oral anasto- 
mosis ensued in every instance they were used. With 
the use of preserved homografts the changes appeared 
more slowly. This fact can probably be explained by 
the antigen effect of fresh homografts, which becomes 
progressively weaker with the length of time the 
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grafts are stored. The circumferential nylon pros. 
theses (the outside of which was covered with fascia 
lata) remained more or less isolated from the gur. 
rounding tissues. There was only little ingrowth of 


the fibrous tissue and no epithelization except for 
a very small marginal zone at the suture lines. The 
fascia grafts outside of the prostheses healed well. In 
2 cases a stenosis of the tracheal lumen reducing the 
latter to half of its normal size was found. In the third 
case there was only a slight, incipient stenosis after 
4 months, which did not cause any respiratory dif- 
ficulties. Yet it must be assumed that the stenosis 
would have increased had the animal been kept alive 
for a longer period of time. The best results were 
obtained with the fascia-lined nylon prostheses. The 
net was perfectly healed in, in both instances. There 
was epithelization of the greater part of the inner 
surface with columnar epithelium after 3 months. 
Epithelization to the extent of two-thirds of the inner 
surface with squamous epithelium was found in the 
animal sacrificed after 6 months. 

Respiratory function tests were carried out in all of 
the animals. They demonstrated a progressive in- 
crease in the minute volume due to increase in fre- 
quency in all the animals which developed stenoses. 
Increase in oxygen consumption was also found. If 
two-thirds of the tracheal lumen was involved in the 
constriction, dyspnea at rest was observed. Con- 
striction of more than 50 per cent of the tracheal 
lumen was not tolerated. —Erwin Simandl, M.D. 


Tracheal Reconstruction. JoHn M. KEsutsHIAN, BRIAN 
Biapes, and Epwarp J. Beattie, JR. 7. Thorac. Surg., 
1956, 32: 707. 


A series of careful experiments in dogs and a clinical 
summary of 9 patients who have had tracheal recon- 
struction constitute the balanced subject matter of 
this article. 

If approximation can be successfully accomplished 
by direct suturing it is the preferred management of 
any tracheal defect, whether posttraumatic or post- 
excisional. Early treatment particularly yields better 
results. 

When confronted by large defects in which an end- 
to-end anastomosis is precluded results are less satis- 
factory. Various prostheses have been tried by others; 
namely, reinforced dermal grafts, costal cartilage 
wrapped in pleura, vitallium, stainless steel, glass, 
and polyethylene tubes. 

The metallic meshes seem to have the advantage of 
providing sufficient rigidity to maintain curvature, 
arc, and necessary lumen, but are not so rigid as to 
have the disadvantages inherent in truly rigid tubes. 

At George Washington University, these studies 
were begun in 1949. Preserved tracheal homografts, 
upon transplantation into dogs, were found to do well 
for about a week but then they underwent liquefac- 
tion and necrosis. Next, cylinders of diced cartilage, 
autogenous and homologous, were tried. Molded into 
tubes, each was implanted into the rectus sheath of a 
dog. After 3 months the tubes were removed and 
transposed to the cervical trachea so as to replace 
several removed rings. Although the prosthesis main- 
tained its integrity in the rectus sheath, it readily 
liquefied when transplanted to the trachea. 
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Trials with a lucite prosthesis telescoped into the 
two patent tracheal ends and sutured in place were 
likewise followed by failure. The trachea tended to 
further telescope with subsequent necrosis followed 
by fatal pneumonia. 

‘Stainless steel wire coils were investigated both with 
sin graft coverings and without. Again pneumonia 
ysually resulted. At autopsy respiratory epithelium 
could be demonstrated in the cylinder but not at the 
points of contact between coil and trachea. 

Stainless steel mesh was tried in preference to tan- 
talum mesh, since there is evidence that the latter 
causes more tissue reaction. In replacing only a par- 
tial circumferential defect the mesh permitted a long 
survival time, and at autopsy respiratory epithelium 
was always demonstrable overlying it. Replacement of 
the entire circumference was also attempted. Of 12 
dogs, none survived beyond 52 days. Death was usu- 
ally the result of gradual progressive stenosis of the 
prosthesis. 

In the 9 clinical instances, a stainless steel mesh 
was applied in 5 patients with 2 failures. One died on 
the twentieth postoperative day from erosion of the 
innominate artery by the mesh. Excellent results were 
obtained in replacing a 180 degree defect and in re- 
placing the right bronchial stump defect of a patient 
with recurrent carcinoma. A good result was obtained 
in a 270 degree defect of the cervical trachea. 

Three patients were managed by simple plastic 
procedures and direct suturing with uniformly satis- 
factory results. The ninth patient had a coiled steel 
spring applied to a 270 degree, 8 centimeter long de- 
fect with a fatal result. 

The need for a tracheosotomy above the site of 
tracheal repair is emphasized by the authors. It re- 
duces the dead space and facilitates removal of trouble- 
some secretions. —Everett Shocket, M.D. 


Pulmonary Resection for Tuberculosis; a 5 to 10 year 
Follow-Up Study. James D. Murpuy and James M. 
Davis. F. Thorac. Surg., 1956, 32: 772. 


THE AUTHORS present a follow-up report of study on 
a series of 150 patients whose tuberculosis was surgi- 
cally managed during the 1946 to 1950 era when only 
streptomycin was available and our chemotherapeutic 
understanding was inadequate. 

Streptomycin was usually administered for 1 week 
prior to surgery and continued for 2 weeks afterwards. 
Ninety-one per cent of the group had had a positive 
sputum report in the immediate preoperative period. 
About 74 per cent had far-advanced tuberculosis. 
Failure of thoracoplasty was the commonest indica- 
tion for resection. Destroyed lung tissue and the failure 
of pneumothorax therapy were the next most common 
indications. 

A pneumonectomy was performed on 83 patients; 
of these 22 had postoperative bronchopleural fistulas 
and 3 had postoperative empyemas. Lobectomy or 
segmental resection was performed on 67 patients, 
and of these 10 had postoperative bronchopleural 
fistulas and none had empyemas. Eighteen died while 
in the hospital and 8 died following their discharge. 

A late reactivation of the disease occurred in 25 of 
the patients (17 per cent). Twelve of these recovered, 
7 after medical therapy and 5 after a second resection. 
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Follow-up information was obtained by corre- 
spondence with the patient or with a Veterans’ Ad- 
ministration establishment, so that all surviving pa- 
tients were appraised. Forty-six per cent of the initial 
150 patients operated upon were asymptomatic with 
inactive disease and were working; 26 per cent were 
asymptomatic with inactive disease but for various 
reasons were not working. Thus 72 per cent of the 
original 150 patients and 82 per cent of the survivors 
had a satisfactory result. — Everett Shocket, M.D. 


One Hundred and Ten Consecutive Cases of Pulmo- 
nary Resection for Tuberculosis; a New Method of 
Bronchial Stump Closure. M. Beautieu, T. Y. 
Wuana, and M. Duname. Dis. Chest, 1957, 31: 93. 


EXcIsIONAL THERAPY for pulmonary tuberculosis is 
now a very effective form of treatment, but broncho- 
pleural fistulas have been reported as complications 
in 8 to 10 per cent of the patients treated. Peribron- 
chial tuberculous infection is considered a major fac- 
tor in the development of bronchopleural fistulas. 
The authors believe that this infection occurs in most 
instances in the postoperative period and is related 
to the manner in which the bronchial stump is closed. 
Through-and-through, end-on interrupted sutures 
which pass through all layers including the mucosa 
act as a wick for contaminated material to pass from 
the lumen of the bronchus into the wound. Studies 
of resected tuberculous lungs have shown an incidence 
of endobronchial tuberculosis in 37 to 95 per cent. 

The authors have developed a new method of bron- 
chial stump closure. A curvilinear section of the bron- 
chus reduces tension on the suture line and the blood 
supply is preserved by minimal peribronchial dis- 
section. Inversion of the bronchial stump is accom- 
plished by interrupted nylon sutures which do not 
pass through the mucosa. 

This type of closure was employed on 15 dogs, and 
when compared with the usual through-and-through 
type of closure was found to withstand considerably 
higher intratrachial pressures without leaking. 

The inversion technique of bronchial stump clo- 
sure was used in 91 cases of pulmonary resections for 
tuberculosis without a single incidence of postoper- 
ative bronchopleural fistula, while in a control series 
of 19 patients in whom the bronchial stumps were 
closed by through-and-through sutures, 3 broncho- 
pleural fistulas developed in 3 patients. 

—George R. Holswade, M.D. 


The Surgical Treatment of Bronchiectasis; a Report 
on 50 Consecutive Cases. YUDHVEER SACHDEVA, R. 
L. MancuanpAa, K. C. Saronwata, and J. R. Tat- 
war. Ind. 7. Surg., 1956, 18: 349. : 


THE AUTHORS present a report on 50 consecutive 
cases of patients with bronchiectasis who were treated 
surgically. The majority of the patients were between 
10 and 30 years of age. 

The important causative factors in these cases 
seemed to be pneumonia (lobar or bronchial), idio- 
pathic (with an insidious onset), foreign bodies, lung 
abscesses, or whooping cough complicated by pneu- 
monia. 

Preoperative management consisted of a strict 
regimen of postural drainage, controlled respiratory 
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exercises, and a high-protein diet. Some patients 
were given antibiotics after sensitivity tests of the bac- 
terial flora of the sputim were made. 

The selection of bronchiectatic patients for surgical 
treatment can be made only on the basis of complete 
and adequate bronchographic studies. Usually one 
lung is outlined at a time, but in some patients both 
sides were outlined in one sitting. 

The operative procedure followed in these cases is 
described. All the patients were operated on in the 
face-down position, and in spite of the fact that some 
of the patients were very ‘“‘wet’’ the anesthesiologist 
had no difficulty in dealing with the secretions. Two 
patients underwent a two stage operative procedure 
with very satisfactory end results. 

The operative mortality in this series was nil. The 
complications in these cases were: shock in 3 cases, 
massive hemorrhage in 1, consolidation of the lung 
in 1, hyperpyrexia in 3, atelectasis in 1, acute dilata- 
tion of the stomach in 1, embolism in the occipital 
region of the brain in 1, and empyema and broncho- 
pleural fistula in 4 cases. 

A follow-up study is presented and an attempt is 
made to give some facts about the rehabilitation of 
these patients. —Ely Elliott Lazarus, M.D. 


The Solitary Pulmonary Nodule; a 10-Year Study 
Based on 215 Cases. Epcar W. Davis, J. WINTHROP 


Peapopy, Jr., and Sot Karz. 7. Thorac. Surg., 1956, 
32: 728. 


BETWEEN 1942 and 1955, 215 instances of a solitary 
pulmonary nodule were studied by this group at the 
Garfield Memorial Hospital, Washington, D. C. 

When added to the reported experience of others, 
the total number of cases becomes 1,203. Of these, 
bronchogenic carcinoma has accounted for 26.3 per 
cent; bronchial adenoma for 3.4 per cent; and meta- 
static tumor for 5.7 per cent. The occasional lympho- 
ma and primary sarcoma increased the over-all in- 
cidence of malignancy in these solitary pulmonary 
nodules to 36.7 per cent. 

The term “coin” lesion is avoided as being a poor 
descriptive expression. The following criteria were 
fulfilled in classifying pulmonary shadows as solitary 
nodules: (1) the lesion must be less than 6 centimeters 
in diameter when first detected; (2) must be solitary, 
although, small satellite lesions may be present; (3) 
must lie predominantly within pulmonary parenchy- 
ma; (4) must be ovoid or round with minimal lobu- 
lations; (5) must be smooth with circumscribed mar- 
gins but need not have an extremely sharp outline; 
(6) must have no cavitation and only minimal calcium 
within the nodule; and (7) must not be associated 
with pneumonitis, atelectasis, or regional lymphade- 
nopathy. 

Reasonably accurate diagnosis before thoracotomy 
has not been possible. For instance, bronchoscopy 
was so seldom informative that the authors have aban- 
doned it except for the occasional nodule that lies 
near the hilus. Cytologic examinations of the sputum 
has been reported as being positive at best in only 
half of the malignant nodules. Although the demon- 
stration of negative tuberculin, histoplasmin, and coc- 
cidioidin skin tests increases the probability of malig- 
nancy, positive skin tests have been found to be of no 
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differential value. Once a granuloma is found at oper. 
ation, however, there has been a high correlation be. 
tween skin tests and identifiable organisms. In 38 pe, 
cent of the authors’ 215 cases and in 42 per cent of the 
1,205 reported, the nodules have proved to be gran. 
ulomas. 

The size of the lesion as determined by roentgeno. 
gram is only suggestive at best. There were 3 lesions 
which were less than 1 centimeter in diameter when 
originally detected and which later were found to be 
carcinoma. Although benign lesions tend to have 
more distinct borders, it is not possible to differentiate 
benignity from malignancy on this basis. Umbilica- 
tion or the “notch sign”’ was noted distinctly in 4 cases 
and all proved to be malignant, but it was likewise 
noted, though less distinctly, in 2 cases of granulomas. 

Stability, too, proved valueless. One lesion that 
was stable for 8 years began to enlarge. It proved to 
be purely undifferentiated carcinoma with no under- 
lying benign lesion. Unless it has been stable for 5 
years the authors regard any pulmonary nodule as 
being possibly malignant. 

Calcification has been such a controversial point 
that the members of the American Association for 
Thoracic Surgery were individually polled; 328 of 
the 443 polled, replied. Of the total 250 of them in- 
dicated that a few flecks of calcium within a nodule 
did not assure benignity, and 114 stated that they had 
personally observed a solitary malignant nodule with 
calcium. In conclusion, the authors suggest that a few 
flecks of calcium are not significant, but that concen- 
tric rings, complete calcification, or a large central 
core with diffuse stippling are indeed reliable signs 
of benignity. 

In the management of malignant nodules the au- 
thors performed pneumonectomy 39 times and lobec- 
tomy 30 times. They find the latter procedure ade- 

quate for peripheral lesions unassociated with gross 
lymph nodal involvement. Of these, 27 patients have 
survived over 2 years, and 9 patients are doing well 
less than 2 years postoperatively. The authors estimate 
that the early removal of asymptomatic, solitary ma- 
lignant nodules could yield a 5 year survival close to 
75 per cent. — Everett Shocket, M.D. 


A Simple New Procedure for the Diagnosis of Bron- 
chogenic Carcinoma; A Comparison with Known 
Methods. Isapore S. Epstein, M. G. Sevac, and 
F. E. Brown. Cancer, Philadelphia, 1956, 9: 1075. 


FoR THEORETICAL considerations the secretions from 
areas of malignant bronchogenic tumors should be 
more cellular than those from uninvolved or non- 
malignant tissues. It is further postulated that the 
potassium content of some malignant tissue might 
be higher than the content of normal tissues. The 
increased rapidity of cell division and a higher meta- 
bolic rate of the tumor cells may tend to concentrate 
more material of high molecular weight (chromatin 
and nuclear material) intracellularly than is found in 
normal cells. Consequently, the aspirates from patients 
with bronchial cancer might contain a higher content 
of solids. 

This study was initiated to determine the total 
solids and potassium content of bronchial aspirates. 
Aspirates of bronchial secretions were collected in 
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it Oper. TABLE I.—METHODS OF DIAGNOSIS 

10n be. Blood Papani- —_ Broncho- Chest 
38 per and free colaou scopic roent- 

t of the solids test report genogram 
> gran. (percent) (percent) (percent) (percent) 
itgeno. identified. .... 89.1 88.2 79.8 74.8 
lesions Incorrectly 

when identified. .... 10.9 11.8 20.2 25.2 

, oi chemically cleaned, paired vials. The first bronchial 
ntiate aspirate was used for bacteriologic study. Two milli- 
bilica. @ liters of normal saline solution were instilled into the 
cases suspect bronchus and the material aspirated for 


cytologic study. The specimens were weighed on a 
quantitative basis and dried to constant weight in a 


<eWise 


omas, 
] dn drying oven at 110 degrees C. for 24 hours; the percent- 
ed to age of total solids was then calculated. Correction 


was made to account for the amount of solids and the 
amount of potassium contributed by blood contam- 
ination. 

The study consisted of 111 cases. The average total 
solids in the group with cancer was 5.55 per cent, 
compared to only 2.59 per cent for the group with- 
out cancer. Analysis of the potassium level in 54 
patients with cancer was 0.899 milligram per 100 milli- 
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rdule grams of residue, compared to 0.877 milligram 
had per 100 milligrams in 56 without cancer. An arbitrary 
with value of 4.0 per cent of total solids has been suggested 


as the dividing line between patients with and those 
without cancer. 

Foreign bodies, particularly aspirated food, would 
obviously contribute toward false positive results. In 
the series studied the number of false positives was 
reduced to 1.8 per cent, a figure lower than that 
obtained for the Papanicolaou technique. False nega- 
tives will be obtained when the bronchoscopist fails 
to obtain adequate material because of technical 
reasons or because of anatomic and pathologic condi- 
tions such as stenosis of a bronchus. Metastatic car- 
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well 
rate cinoma to the lung may also yield false negatives 
ma- possibly because of the more peripheral involvement 
= to of the lung parenchyma and the resultant less acces- 
), sible secretions. A comparison of the four methods 
diagnosing cancer of the lung in 110 cases revealed 
on- the following findings (Table I). 
wn Further analysis of the findings revealed that the 
nd chest roentgenogram correctly identified 19 of 20 
cancers, but also classified 26 of 31 noncancerous 
om cases as positive. Thus it classified as positive most of 
be the cancerous, but also a high percentage of the non- 
mn- cancerous cases. The bronchoscopic test had the poor- 
the est diagnostic record. It classed only 8 of 20 cancerous 
rht cases as positive and incorrectly indentified as positive 
he 10 of 31 noncancerous. The percentage, blood-free 
ta- solids test identified correctly 11 of 21 cancerous 
ite cases and only 3 of 31 noncancerous cases correctly. 
in The Papanicolaou test had approximately the same 
in result: correct classification of 12 of 21 cancers and 
its incorrect classification of 5 of 31 noncancerous cases. 
nt The difference between this technique and chest 
roentography is significant at the 1 per cent level, and 
al the difference between it and the bronchoscopic 
$ report is significant at the 5 per cent level. Present 


evidence indicates that the new method has higher 
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discriminating powers than either the chest roent- 
genogram or the bronchoscopic report, but the Papani- 
colaou test and this new technique seemed to have 


approximately equal discriminatory powers. 
—Allan D. Callow, M.D. 


Radical Surgery for Lung Cancer; Evolution of the 
Operation of Radical Pneumonectomy and 5 Year 
End-Results. Witttam L. Watson. Cancer, Philadel- 
phia, 1956, 9: 1167. 


FoLLowinc an interesting historical review of the 
development of pulmonary surgery, the author pre- 
sents the results of 125 radical pneumonectomies per- 
formed from 1949 to 1955 at the Memorial Center, 
New York. 

Radical pneumonectomy is based on the same 
concepts of cancer dissemination which led to the 
Halsted operation for cancer of the breast. Such a pro- 
cedure requires wide exposure of the mediastinum 
and results in an increased risk of mediastinal em- 
physema which, in part, can be controlled by the use 
of underwater seal thoracotomy tubes. Also such dis- 
section skeletonizes the trachea and the contralateral 
main bronchus, which increases the possibility of 
necrosis of the bronchial stump and of the formation 
of a bronchopleural fistula. 

During the period from 1949 to 1955, 470 patients 
underwent exploratory thoracotomy and 227 were 
considered resectable. There were 30 postoperative 
deaths (13.2 per cent). Of the resected cases 125 were 
radical pneumonectomies, and in this group 17 post- 
operative deaths occurred (13.6 per cent). Fifty-two 
patients underwent routine pneumonectomy with a 
mortality rate of 17.3 per cent. Forty-five lobectomies 
were performed with a mortality rate of 8.0 per cent, 
and no deaths occurred among 5 patients treated by 
segmental resection. 

Only patients who were good operative risks were 
considered for radical pneumonectomy, whereas the 
routine procedures were reserved for those cases with 
a less favorable outlook. This operative evaluation 
influences the end results in terms of morbidity, mor- 
tality, and survival. 

The 5 year survival figures were limited to patients 
operated upon from 1949 to 1951. During this interval 
116 pulmonary resections were performed. Among 
74 patients who had radical pneumonectomy the 
mortality rate was 5.5 per cent and the 5 year survival 
rate, free from disease, was 27 per cent. Twenty-six 
patients underwent routine pneumonectomy with a 
mortality rate of 7.7 per cent and a survival rate of 
22 per cent. Sixteen lobectomies were performed with 
a mortality rate of 18.7 per cent and a 5 year survival 
rate of 25 per cent. 

The author concludes that radical pneumonectomy 
is theoretically a sound procedure with acceptable 
mortality figures and an encouraging survival rate. 
No comparative figures regarding morbidity in the 
different forms of pulmonary resection were pre- 
sented. 

Radical pneumonectomy is most suitable for pa- 
tients who are good risks and it may be that surgeons 
particularly skilled in this field will have the highest 
survival and the lowest mortality figures. 

—M.C. Anderson, M.D. 
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HEART AND PERICARDIUM 


The cm ory of Wounds of the Heart; A Recent 
Series of 43 Cases with Comment on Pericardi- 
centesis in Hemopericardium. AusrE De L. May- 
NARD, MARCcELINO J. AVECILLA, and Emit A. NACLERIO. 
Ann. Surg., 1956, 144: 1018. 


THE AUTHORS summarize their experiences with 43 
cases of penetrating wounds of the heart over a 4 year 
period, from June 1, 1951 to June 1, 1955, and include 
their most recent appraisal of this problem at Harlem 
Hospital, New York City. 

In their hands, pericardial aspiration did not prove 
to be an effective modality, consequently all but one 
of the patients in this series had operation. 

The operation was performed through the left side 
of the chest. A left thoracotomy, using an intercosto- 
chondral incision through the fourth space, with 
section of the third, fourth, and fifth cartilages just 
beyond the sternal border, gave adequate exposure 
for wounds in any part of the heart. The authors 
perform this initial phase of the operation, thora- 
cotomy and exposure of the pericardium within 3 to 
5 minutes at most, ignoring parietal bleeding which 
is usually minimal because of the shock-like state. 
Following cardiorrhaphy a meticulous hemostasis is 
effected, first on the cut edges of the pericardium 
which is left widely open and then on the thoracotomy 
wound with particular attention to the internal mam- 


Their results with pericardicentesis were so unre- 
warding as to discourage its use as definitive therapy. 
In the procedure of pericardial aspiration, whether 
by the parasternal or costoxyphoid route, the presence 
of clotted blood, invariably encountered, interfered 
with a successful withdrawal of blood and a suc- 
cessful decompression. 

The authors believe that the mortality rate of 25 
per cent in this series of 32 patients operated upon 
was satisfactory. When they further considered, in a 
reappraisal of deaths, that some could not have been 
avoided by operation or by any other mode of therapy, 
an adjusted mortality rate probably would be nearer 
to 20 per cent. 

Their results suggested that when the emergency 
surgical unit of a hospital is adequate to the task, 
surgery is sound and probably the preferred therapy 
in cardiac wounds of a serious nature. 

—Harold L. Method, M.D. 


The Consideration of Surgical Intervention in Pa- 
tients with Acquired Valvular Heart Disease. 
Octessy Paut and Ecsert H. Med. Clin. N. 
America, 1957, 41: 149. 


CERTAIN BASIC FACTORS are of prime importance in 
the consideration of operative treatment for patients 
with acquired valvular heart disease. The correct 
diagnosis must be established, and here, teamwork and 
co-operation among the clinician, radiologist, cardiac 
physiologist, and surgeon are essential. Surgery is not 
indicated in asymptomatic patients with valvular 
disease, and should be considered very carefully in 
patients over 60 years of age, giving special attention 
to the natural history of the various types of valvular 
conditions. Concurrent conditions should be carefully 
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evaluated, and the preparation of the patient from the 
cardiac stand-point should not be hurried. The con- 
templated operation should give reasonable expecta- 
tion of improvement without prohibitive hazards and 
the patient should be made aware of what he may 
expect from his operation. 

Several pitfalls are common in this group of patients, 
Even though some patients may have valvular disease, 
their symptoms may be due to causes other than or- 
ganic heart disease. In some instances signs and symp- 
toms are the result more of myocardial weakness than 
of valvular disease. 

Surgery is indicated in mitral stenosis when there 
are significant limiting symptoms, and when mitral 
stenosis is the predominant valvular lesion. Predomi- 
nant left ventricular hypertrophy in the electrocardio- 
gram is considered an absolute contraindication to 
mitral valvular surgery. Tricuspid stenosis may be 
treated in the same manner as mitral stenosis and in- 
volves no greater risk. There is as yet no satisfactory 
treatment for mitral or tricuspid insufficiency. The 
authors are not very enthusiastic about the surgical 
treatment of aortic stenosis and aortic insufficiency, 
yet they may consider operation when the lesion in 
question predominates and the symptoms are progres- 
sive. —George R. Holswade, M.D. 


Experience in the Surgical Management of Atrial 

eptal Defect and Pulmonic Stenosis Under Hypo- 

thermia. Joun M. Satyer, Cuinton S. Lyter, and 
Byron E. Pottock. Am. Surgeon, 1956, 22: 1053. 


In 18 PATIENTS, ranging in age from 20 months to 39 
years, simple, direct vision cardiotomy or arteriotomy 
approaches were used for the correction of atrial 
septal defects or for the relief of isolated pulmonic or 
infundibular stenosis with the aid of acutely induced 
general hypothermia. Sixteen of these patients are 
living and follow-up studies and reports indicate that 
10 who had repair of interatrial septal defects are 
cured and 1 (with additional cardiovascular defects) 
has marked improvement. The 5 patients who had 
operation for pulmonic stenosis have had significant 
to striking relief of the symptoms. Three patients have 
been followed up for over 2.5 years. Two patients, 1 
in each congenital category, failed to recover after 
tolerating the hypothermia and surgical procedure 
well. One adult with an interatrial septal defect de- 
veloped multiple pulmonary emboli on the first post- 
operative day, and a 21 month old infant with pure 
pulmonic stenosis died 20 hours after valvuloplasty 
from an uncontrollable peripheral circulatory collapse 
and cerebral anoxia. — John 7. Maloney, M.D. 


Experimental Study of the ema | Process of Surgi- 
cal Wounds of the Myocardium (Studio sperimentale 
sul processo di guarigione delle ferite chirurgiche del 
miocardio). LEopoLDO MANLIO RapPIsARDA. Gior. ital. 
chir., 1956, 12: 493. 


THE AUTHOR has studied the process of healing of 
wounds of the myocardium in rabbits treated with 
the sodium salt of adenosinetriphosphoric acid (ATP). 
Two milligrams of this acid were injected intraperi- 
toneally into 6 rabbits after a standard wound had 
been made in the myocardium; 6 others rabbits 
were kept as controls. 
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The animals in groups of four (2 treated and 2 
not treated) were sacrificed 5, 10, and 15 days later, 
respectively. Histological and electrocardiographic 
studies showed better healing of the wound in those 
sacrificed after 5 and 10 days. The electrocardiograph 
showed fewer and less necrotic changes in the animals 
treated with ATP. No differences in the myocardial 
scars and electrocardiograms of the two groups of 
animals sacrificed 15 days postoperatively were 
found. —Sergio V. Proserpi, M.D. 


Surgery of the Double Aortic Arch (Die Chirurgie des 
doppelten Aortenbogens). J. F. Nusoer. Langenbecks 
Arch. u. Deut. &schr. Chir., 1956, 284: 204. 


Ir THE DEVELOPMENT of the aorta, the innominate 
artery, and the right subclavian artery is disturbed 
between the third and sixth weeks of embryonic life 
and the right aorta persists, a vascular ring enclosing 
the esophagus and trachea will develop. If this ring 
is tight enough some pressure may be exerted on the 
enclosed organs. Occasionally, the pulmonalis and 
ductus Botalli may also be involved in the formation 
of this ring. In man two forms of double aortic arch 
have been observed, namely, (1) a partially obliter- 
ated double aortic arch and (2) a completely open 
double aortic arch. If the ring thus formed is suf- 
ficiently narrow it may compress the trachea and 
esophagus. If wide enough, no clinical symptoms 
will develop and the condition may be discovered 
accidentally in aged subjects who have complained 
only of vague gastric distress. 

When this ring is narrow, typical symptoms de- 
velop shortly after birth, including stridor and dif- 
ficulty in nursing, as well as peculiar attacks of a 
hoarse cough and dyspnea, especially during the 
ingestion of food. The infant is very slow in nursing 
and has to be interrupted repeatedly to get its breath. 
Aspiration of food into the windpipe and aspiration 
pneumonia are common. Infections of the lungs fre- 
quently prove fatal. For this reason, young infants 
and children with these symptoms should receive 
surgical treatment to prevent pulmonary complica- 
tions. If the symptoms are only slight, operation should 
be delayed as the operation itself is not without danger. 
Gross lost 5 of his 21 patients. Diagnosis is easy once 
the possibility is kept in mind. A barium ingestion 
will reveal a smoothly defined filling defect on the 
dorsal side of the esophagus. Constriction of the trachea 
can also usually be demonstrated roentgenologically. 
Lipiodol is poorly tolerated in the trachea. 

Surgical treatment consists in dividing the ring 
by cutting through the narrower of the two arches. 
Improvement is dramatic except for slight stridor for 
a few months; it is probably due to mild tracheo- 
malacia. Gross reported the first successful operation 
in 1945, which was followed by other successes. 

Since the right dorsal aortic arch that leads into 
an aorta in the left half of the thorax is nearly always 
the largest, the operation is usually performed on 
the left side. Only in cases in which the left ventral 
arch is larger, with an aorta descending into the 
right thorax, will it be found impossible to reach 
the constricting ring from the left side. Unfortunately, 
this state of affairs cannot be recognized prior to 
operation as a rule. If it should prove impossible to 
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reach the dorsal arch through a left thoracotomy, 
it will be necessary to open the thorax on the right 
side at the same sitting in order to split the ring. 
Manipulations may cause infiltration and edema that 
will increase constriction. If there is delay in split- 
ting the ring after the first attempt and the operation 
is not immediately undertaken on the opposite side, 
asphyxiation may result. Since 1950, 6 cases of double 
aortic arch have been treated at the University 
Clinic of Utrecht with good results. These cases are 
described, including 2 cases already published. 
—Edith Schanche Moore. 


ESOPHAGUS AND MEDIASTINUM 


Congenital Atresia of the Esophagus with Tracheo- 
Fistula. Cuinton A. STEPHENS, WILLIAM 
-T. Musrarp, and James S. Simpson, JR. Surg. Clin. N. 
America, 1956, 36: 1465. 


ONE HUNDRED AND THIRTY-EIGHT patients with this 
congenital anomaly who were seen at the Hospital 
for Sick Children, Toronto, Canada, between 1944 
and 1956, comprise the material for this article. Five 
types of the anomaly were seen: 122 cases of atresia 
of the esophagus and a fistulous connection of the 
distal esophagus and trachea, 7 of esophageal atresia 
without tracheal communications, 4 of tracheo- 
esophageal fistula without esophageal atresia, 3 of 
atresia and communication of both the distal and 
proximal esophagus with the trachea, and 2 of esopha- 
geal atresia with only the proximal esophagus com- 
municating with the trachea. 

Two surgical techniques were employed, one the 
posterior vertical extrapleural approach and the other 
a right posterolateral transthoracic approach. A 
Stamm gastrostomy with examination of the pylorus 
and duodenum is performed 24 to 48 hours after the 
esophageal repair. This is used for feeding during the 
first 8 to 10 postoperative days, and the esophageal 
anastomosis is then checked with a lipiodol “swallow.” 
The gastrostomy is maintained with a tube until 
it is certain no esophageal stricture will develop 
(a minimum of 3 to 4 months). When there is stric- 
ture formation dilatation is done in a retrograde 
fashion after a string has been passed. , 

The results are recorded with division into four 
series, those cases prior to 1951 and those thereafter, 
in each instance the infants under 5 pounds being 
separated from those of greater weight. 

In analysis of the deaths, the frequent association 
of other severe anomalies, the larger percentage of 
premature infants, and the interval between birth and 
operative repair appear to be the principal problems 
in the management of these cases. The increased sur- 
vival rate from 20.9 in the cases seen before 1951 
to 40.8 per cent in those seen after 1951, is attributed 
to the transthoracic approach, better anesthesia, and 
earlier operation. —Lockert B. Mason, M.D. 


Carcinoma of the Esophagus: a Review of 381 Cases 
Admitted to Toronto General Hospital 1937 to 1953 
Inclusive. Robert A. Mustarp and OLIve IBBERsSON. 
Ann. Surg., 1956, 144: 927. 


THE ARTICLE is a review of the clinical results obtained 
in 381 patients with proved carcinoma of the esopha- 
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gus who were treated at the Toronto General Hospital 
in the interval from 1937 to 1953. There were 242 
males and 139 females, the average age being 62.9 
years with the male patients having a somewhat older 
age of onset. Lesions in the cervical esophagus and 
hypopharynx occurred more frequently in women. 
The lethal nature of the disease is further documented 
by the fact that only 2 of 87 untreated patients survived 
as long as 2 years and none survived 2.5 years. Of the 
entire series only 8 patients survived 5 years; 4 of these 
8 had lesions of the hypopharynx and 2 had adenocar- 
cinomas of the abdominal esophagus. Only 1 patient 
with an epidermoid or squamous cell lesion was alive 
5 years after diagnosis. Some of the more recent cases 
of patients who have been under treatment with the 
“cobalt bomb” have given a clinical impression of 
better results. This fact, coupled with the discourag- 
ingly few good results of surgical treatment, makes 
the authors believe that the program of radiation ther- 
apy should be continued carefully. However, at the 
moment precise data are not available to make one 
method of treatment definitely preferable to the other. 
They also agree with other workers who believe that 
gastrostomy or jejunostomy has a dubious palliative 
value because of the development of the coughing and 
choking spells related to the complete esophageal ob- 
struction. At the present time the use of jejunal loops 
or colon segments in the palliative bypass procedures 
are preferred. —Robert W. Williams, M.D. 


Blood Svesty of Mobilized Intestine Used for an Ar- 
tificial phagus. P. I. ANpRosov. Arch. Surg., 1956, 


BETWEEN 1928 anp 1955, plastic operations for an 
artificial esophagus were performed in the Sklifo- 
sovsky Institute on 696 patients; only in 6 of them was 
the skin used, and in 2, the large intestines; in all the 
other cases the small intestine was used. Most failures 
of such esophagoplastic operations result from the fact 
that it is not possible to mobilize a section of the small 
intestine of sufficient length. The absence of well 
pronounced vascular arcades which would permit the 
cutting of several radial vessels of the mesentery ex- 
cludes the possibility of cutting the intestine to a great 
length and mobilizing a sufficiently long section of it. 
At the Sklifosovsky Institute it has been possible to 
mobilize a section of the small intestine of sufficient 
length only in 75 per cent of the cases. In the remain- 
ing 25 per cent of cases failure resulted from the un- 
favorable disposition of the vessels in the mesentery 
of the mobilized small intestine section. 

By means of a vessel-suturing apparatus which was 
designed in 1950 by a group of Moscow engineers and 
physicians (Arch. Surg. 1956, 73: 902), an operation 
was developed in which vascular anastomosis was 
carried out in cases of esophagoplasty, between the 
mesenteric artery of the small intestine and the ar- 
teries located at the site where the intestine passes to 
the anterior thoracic wall. Vascular anastomosis be- 
tween the left internal mammary and the second radial 
vessel of the mobilized mesentery proved to be most 
feasible. The procedure, discussed in detail, was ap- 
plied in 11 cases of antethoracic esophagoplasty; the 
small intestine was used. In 8 cases of cicatrical ob- 
struction of the esophagus the operation was done in 


two stages, and in 3 cases of esophageal cancer the 
procedure was completed in one stage. One failure 
occurred when thrombosis occurred in an anastomo- 
sis as a result of acute vessel sclerosis, which ended 
in necrosis of the upper end of the intestine. 
Anastomosis between the mesenteric vessel and the 
right gastroepiploic artery was performed in 10 re. 
constructive esophagoplastic operations. The small 
intestine was used when the blood supply of the mo- 
bilized intestine proved insufficient, and the result 
was successful in every case. Indications for this new 
method of anastomosis are cases in which the blood 
supply of the upper section of the mobilized intestine 
proves to be insufficient and those in which it is not 
possible to anastomose the mesenteric vessel to the 
internal mammary artery. In another case in which 
it was not possible to use either the internal mammary 
artery or the right gastroepiploic artery, an additional 
supply of blood to the mobilized intestine was ob- 
tained by connecting the intestinal artery with the 
middle colic artery. —j. Herman Mahaffey, M.D. 


MISCELLANEOUS 


The Management of Pectus Excavatum. C. Everett 
Koop. Surg. Clin. N. America, 1956, 36: 1627. 


PecTus EXCAVATUM is an uncommon deformity of the 
anterior chest wall. Persons with this condition have 
a narrow anteroposterior diameter of the thorax at the 
level of the manubrium. Frequently other members of 
the family have a similar deformity. Many adults 
with this deformity have no physiologic impairment. 
Children so affected often show a decreasing depth 
of the deformity with the passage of time. 

The indications for corrective surgery may be a 
cardiac deficit or a decreasing tolerance for exercise. 
In the respiratory group, patients who have repeated 
respiratory infections with a resultant retardation 
in growth and development may be candidates for 
surgery. In general, cosmetic surgery is not indicated 
because of the risks involved in a major thoracic 
reconstruction. If repeated examinations every 6 
months reveal that the anteroposterior diameter at 
the level of the manubrium is increasing while the 
anteroposterior diameter at the depth of the deformity 
is decreasing, operation is advised. 

The indications for surgical intervention in infants 
under 4 months are liberal since the procedure which 
is performed is practically without risk. This consists 
of removing the xiphoid process, detaching the rectus 
sheath from the lower thoracic cage, and perhaps 
dividing the lowermost cartilages attached to the 
sternum. 

In older children correction is postponed until at 
least the age of 20 weeks, because before this the 
postoperative thoracic instability is of sufficient degree 
as to make breathing difficult for several days. The 
reconstruction consists of division of the xiphosternal 
articulation, division of the posterior ligament, if 
present, and resection of all the deformed costal carti- 
lages for the length of their deformity. A transverse 
cuneiform osteotomy is carried out at the sterno- 
manubrial junction, and the corrected position is 
maintained with nonabsorbable sutures. 

— Martin Elliott Silverstein, M.D. 
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Hiatus Hernia. F. W. Niescue. Austral. N. Zealand 7. 

Surg. 1956, 26: 95. 

THE AUTHOR presents his experience with the surgical 
repair of 61 hiatus hernias. In every instance a trans- 
thoracic repair was carried out, although the author 
believes that most paraesophageal hernias and many 
sliding mediastinal ones can be repaired quite well 
below the diaphragm. He believes that in many of the 
patients with reflux esophagitis and with much peri- 
esophagitis and secondary shortening of the esophagus, 
it would be impossible to do the operation below the 
diaphragm without injury to the esophagus. The dis- 
section is sometimes extremely difficult and may entail 
freeing the esophagus to a fairly high level to allow 
the cardioesophageal junction to be brought down 
below the diaphragm without any tension. 

Eight patients had strictures, 4 varied from mild to 
moderately severe but were easily dilatable. The re- 
sults in these cases have been satisfactory since repair 
of the hernia. One 13 year old child with the thoracic 
portion of the stomach at a high level had dilatations 
periodically for 6 years in another institution. Follow- 
ing extensive mobilization of the esophagus, crushing 
of the phrenic nerve, and repair of the hernia she had 
a satisfactory result although a few dilatations were 
required subsequently. Four of the patients had severe 
strictures. Three had repair of the hernias. One patient, 
aged 45 years, maintains her weight with a liquid diet 
and has had several dilatations. She has been advised 
to have the stricture resected but is undecided as she is 
reasonably comfortable with a liquid diet. A second 
patient, aged 67 years, is well following repair and 
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careful dieting. The third patient, aged 14 years, will 
require resection at a later date. The fourth patient, 
aged 45 years, had a stricture which was impossible 
to dilate and resection with a gastroesophageal anas- 
tomosis was done as a primary procedure. 

The 1 death in this series was of a 68 year old male 
who died from a massive pulmonary embolus. 

Radiologicaily, 2 patients have shown a small 
thoracic sac but both are asymptomatic. 

The author believes that two cardinal features must 
be observed following the reduction of the hernia. 
First of all, the gap between the two portions of the 
right crus of the diaphragm must be closed to prevent 
recurrence of the hernia. Secondly, the acute angle 
between the terminal esophagus and the fundus of the 
stomach, which is normally present, must be recreated 
to prevent reflux of gastric juice. The author uses 
chromic catgut throughout and closes down the hiatus 
to a degree in which a slight amount of postoperative 
dysphagia exists. At least one inch of the esophagus is 
brought into the abdomen and fine, interrupted 
chromic catgut sutures are placed between the eso- 
phageal wall and the seromuscular edge of the hiatus. 
The esophageal wall holds the sutures well. Before 
closing the diaphragm a few interrupted sutures are 
inserted to fix the fundus of the stomach to the dome 
of the diaphragm and thereby reproduce the angle 
between the esophagus and the stomach. 

The patients who have had this acute angulation 
between the stomach and esophagus created surgically, 
have had no obvious trouble with regurgitation eso- 
phagitis. — Matthew H. Evoy, M.D. 
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GASTROINTESTINAL TRACT 


The Evaluation of Operative Procedures for Acha- 
lasia. McH. S. Brewer, W. A. Barnes, and §S, F. 
Repo. Ann. Surg., 1956, 144: 823. 


THE MOST COMMONLY employed surgical procedures 
in the treatment of achalasia (cardiospasm) are: 
(1) longitudinal incision through the esophagogastric 
region with transverse closure (Heineke and Mikulicz 
cardioplasty); (2) U-shaped incision from the esopha- 
gus to the cardia across the esophagogastric junction 
with closure forming a wide esophagogastric anasto- 
mosis (Hegrovsky and Grondahl cardioplasty); (3) 
resection of the lower esophagus and adjacent portion 
of the stomach with esophagogastrostomy or esophago- 
antrostomy; (4) longitudinal incision through the 
muscular wall of the lower esophagus and proximal 
stomach preserving the mucosa intact (Heller cardio- 
myotomy); and (5) resection of the esophagogastric 
junction with esophagojejunostomy en Roux-Y and 
preservation of most of the stomach. 

The authors report on 89 patients with achalasia 
admitted to the New York Hospital. Of this group, 
34 per cent underwent operation. Among 17 patients 
who had surgical procedures at the esophagogastric 
junction (15 of which permitted reflux of gastric juice 
into the esophagus), results were good in 6, fair in 3, 
and poor in 8. The Heller operation was performed 
on 13 patients. Of the 12 cases which could be evalu- 
ated, results were good in 9, fair in 1, and poor in 2, 
However the time since operation is no longer than 
2 years and 8 months. 

The authors emphasize that 73 per cent of the 
patients treated with an esophagogastric, sphincter- 
destroying procedure (Heineke and Mikulicz, Hegrov- 
sky and Grondahl, or resection with esophagogastros- 
tomy) had symptoms and/or signs of reflux esopha- 

itis. The Heller operation yielded the best results 

75 per cent good), although the follow-up period 
was brief. Although the authors have not performed 
a concomitant pyloromyotomy with the Heller pro- 
cedure, they believe it to be a sound approach because 
it may decrease the amount of gastric juice available 
for regurgitation and also may allow reflux of alkaline 
duodenal contents to neutralize the gastric secretions. 
Finally, they suggest that stenosing lesions at the 
esophagogastric junction, either primary or resulting 
from previous operation, may be treated satisfactorily 
by esophagojejunostomy en Roux-Y with retention 
of part or all of the stomach. 

— Edward M, Miller, M.D. 


Considerations Upon the Roentgenological Sym 
toms of Large, Round, Single Filling Defects of the 
Stomach (Considerazioni sulla semeiotica radiologica 
dei grossi ed unici difetti di riempimento rotondeggi- 
anti dello stomaco). G. Fust and I. SALomont. Arch. 
ital, mal. app. diger., 1956, 22: 423. 


AFTER HAVING DISCUSSED the roentgenological pat- 
terns of large filling defects of the stomach with re- 
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gard to the nature of the lesion and gastric motility, 
the authors present 10 cases of large gastric filling 
defects. 

In 8 cases the roentgenological and operative 
findings were definitely correlated. 

In 2 cases the roentgenological findings were mis. 
leading because adenocarcinoma was the operative 
finding in spite of the size of the lesion and the ab. 
sence of roentgenological signs of invasion by the 
process, 

The authors conclude that the size of the lesion 
and the apparent absence of functional modification 
of the neighboring areas does not necessarily rule out 
the possibility of malignancy. 

—Sergio V. Proserpi, M.D, 


The Incidence of Metaplasia Around and at Varying 
Distances from Chronic Duodenal and Gastric 
Ulcers; with Special Reference to Differences Be- 
tween Young and Old Persons, Harry E. Btou- 
Quist. Acta chir. scand., 1956, 111: 465. 


ALTHOUGH THE CAUSE of metaplasia is unknown, it is 
defined as the transformation of well-characterized 
tissue into another equally well-characterized type 
which is morphologically and functionally different. 
In the present report intestinal metaplasia refers to 
distinct change in cells of normal stomach glands to 
the usual mucus-secreting intestinal type. Pseudopy- 
loric metaplasia is an alteration in the glands of the 
body of the stomach which then resemble pyloric 
glands and are mucus-forming. This is frequently ob- 
served in atrophic gastritis. Pseudometaplasia is merely 
a modification of form without specific morphologic 
alteration of cells. 

The material studied comprised portions of 76 
stomachs resected for chronic peptic ulcer and im- 
mediately fixed upon removal. Thirty-seven specimens 
showed a chronic duodenal ulcer and 39 had a chronic 
gastric ulcer. The tissue surrounding each ulcer was 
carefully examined histologically in a constant man- 
ner. Patients under the age of 40 from whom specimens 
were obtained were termed “young,” while those over 
40 were classified as “old.”” Metaplasia was estimated 
on a graded scale so as to permit graphic representa- 
tion of the data. Experimental studies have shown 
metaplastic changes in gastric mucosa following the 
intramural injection of a sclerosing substance which 
produced a chronic inflammatory response. Car- 
cinogenic agents also cause metaplasia, but metaplasia 
cannot be considered specific for carcinogenesis. 

It was found that all forms of metaplasia were more 
frequent in the immediate vicinity of duodenal and 
gastric ulcers, and that these changes decrease towards 
the periphery. There was less intestinal metaplasia 
among patients under 40 than in the older group. 
Pseudopyloric metaplasia and pseudometaplasia were 
apparently independent of age. The oldest person 
without intestinal metaplasia about an ulcer was 62 
years old, and the youngest who did show this altera- 
tion was 27. While a few specimens showed no intesti- 
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nal metaplasia, pseudopyloric and pseudometaplastic 
changes were found in every specimen. All of these 
metaplasias are supposed to be protective measures 
against injuries. Intestinal metaplasia seems to be a 
permanent change, while the other two types may be 
regressive. —Enmile L. Meine, Jr., M.D. 


Early Results of Extended Total Gastrectomy for 
Cancer. Gorpon McNEER, WALTER LAWRENCE, JR., 
Louis G. OrtecA, and Doucias A. SUNDERLAND. 
Cancer, Philadelphia, 1956, 9: 1153. 


ToTAL OR SUBTOTAL gastrectomy has cured a large 
number of patients with carcinoma of the stomach. 
Unfortunately, a large group of patients have had 
such a resection and a cure has not been obtained. 
In an autopsy study of 92 patients in whom partial 
gastrectomy for cancer failed, it was found that 50 
per cent of the patients had recurrence in the gastric 
remnant. Approximately 25 per cent of the patients 
had residual cancer in the regional lymphatic nodes. 
An operation considered the “maximal surgical effort” 
was undertaken in an attempt to encompass these 
recurrent or residual areas. This operation entails 
an en bloc excision of the entire stomach, the greater 
and lesser omentum, the spleen, the body and tail of 
the pancreas, and the contiguous ligaments and fascia. 

The authors report the results of this operation 
which was performed 80 times for adenocarcinoma 
of the stomach in the 5 year period from January 1, 
1951 through December 31, 1955. This procedure 
was not used on all of the patients with carcinomas 
of the stomach who were seen, since in many instances 
the smaller, more distally located cancers were treated 
by standard techniques of subtotal gastrectomy. Of 
342 patients examined for carcinoma during this 5 
year period, 314 were subjected to exploratory laparot- 
omy, an operability rate of 91.6 per cent. Two 
hundred and thirteen of these patients had some type 
of resection carried out but only 142 had resection 
with intent to cure, representing a definitive resect- 
ability rate of 41.5 per cent. Of the 142 definitive 
resections, 60 were performed by extended total 
gastrectomy as described, and 20 of the 71 palliative 
resections were carried out in this same manner. 

Extending the anatomic limits of the operation 
increased the morbidity and mortality so that the 
over-all mortality rate in the 80 patients was 26.3 
per cent. 

The complications were divided into two groups 
of technical or nontechnical types. The technical 
complications were usually associated with sepsis or 
an anastomotic leak. The latter complication occurred 
more frequently in patients with preoperative plasma- 
protein levels of less than 6 grams per 100 cubic 
centimeters. The incidence of leak was also higher 
in the fair and poor risk patients than in those con- 
sidered a good risk on preoperative evaluation. Mor- 
tality appeared to decrease with the surgeons’ in- 
creased familiarity with the operation and was noted 
to be higher in the older age group (more than 70 
years of age). 

In an attempt to evaluate the survival of patients 
undergoing this operation, those patients operated 
upon during 1951 and 1952 were evaluated for 3 
years’ survival. Twenty-seven patients underwent the 
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extended gastrectomy with 8 postoperative deaths. 
Of the 19 patients surviving the operation, 7 are 
living and well more than 3 years postoperatively. 
This group represents 36.8 per cent of the “resection 
survivors.” The pathologic findings in this group of 
patients is of interest since 2 of the patients showed 
no lymph node metastases, 3 patients had lymph 
node metastases to only one group of perigastric 
nodes, and 2 patients had lymph node metastases 
along the superior border of the pancreas which would 
not have been removed by any procedure less than 
an extended total gastrectomy. 

Of 20 patients who underwent extended resection 
for palliative means, that is, in which carcinoma was 
left in situ, all but 1 are dead. The postoperative 
survival period of 1 patient thus far is only 3 months. 
Excluding the operative deaths, the postoperative 
duration of life in this group averaged 5.8 months, 
and it is quite apparent that extensive surgery for 
palliation has no advantage over partial gastrectomy. 

The clinical status of the patients who survive re- 
section seems to be no different than that of those 
who have undergone total gastrectomy. Most of the 
patients failed to gain weight, and symptoms of 
dumping are frequent but usually are controlled by 
a high protein, low carbohydrate diet composed of 
frequent feedings. Most of the patients have completely 
adjusted within 12 months and returned to normal 
activity. — john H. Davis, M.D. 


Studies on Nutritional and Other Disturbances Fol- 
lowing Operations for Cancer of the Stomach; with 
Particular Reference to the Use of a Jejunal Pouch 
as a Substitute Gastric Reservoir. Aucusto H. 
Moreno. Ann. Surg., 1956, 144: 779. 


THE AUTHOR reports results from metabolic, hema- 
tologic, radiologic, and other studies performed on a 
group of patients subjected to different types of opera- 
tions for gastric cancer, including 5 patients in whom 
a jejunal pouch was used as a substitute gastric 
reservoir. Ten normal subjects were used as controls. 
In 7 patients a total gastrectomy was performed, in 
2 patients 80 to 90 per cent of the stomach was re- 
moved, and in 1 patient a 75 per cent resection was 
done. In two total gastric resections, gastrointestinal 
continuity was re-established by esophagojejunostomy 
with a wide enteroenterostomy between the limbs 
of the jejunal loop. In the other 5 patients a substitute 
gastric reservoir was constructed with the first jejunal 
loop and interposed between the esophagus and the 
duodenum. In the subtotal gastric resections, con- 
tinuity was established by gastrojejunostomy. 

There were no operative or immediate postopera- 
tive deaths. Generally, there were no significant dif- 
ferences between the immediate postoperative courses 
of the patients with and those without a jejunal 
reservoir. 

All patients had lost weight prior to operation and 
all had an additional loss following operation. The 
daily rate of postoperative weight loss was fairly con- 
stant until a stabilization point was reached before 
the thirtieth day. With the 30 day period as a reference 
point, the postoperative loss averaged 5.9 kilograms 
for the entire group with a mean value of 5.5 kilograms 
for the simple total gastrectomy group, 5.4 kilograms 
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for the total gastrectomy and jejunal reservoir group, 
and 7 kilograms for the subtotal gastric resection 
group. 

The excretion of fat was abnormally high post- 
operatively in all patients with gastric cancer. The 
loss was more marked in the group who had total 
gastrectomy, with no significant differences between 
those with and those without a jejunal reservoir. 
A less marked loss of fat in the stool was noted in 
the group who had subtotal gastric resection. The 
excretion of fecal nitrogen was not significantly altered 
from normal values. 

In testing carbohydrate absorption, glucose was 
found to be rapidly absorbed, followed by a marked 
reactive hypoglycemia in all patients. There were no 
differences found between the various types of 
resections. 

No distinct abnormalities in the total erythrocyte 
count or hemoglobin levels were present in most pa- 
tients. The most striking phenomenon observed in 
most of the patients undergoing large or complete 
gastric resection was a moderate to marked macro- 
cytosis without associated anemia. A true megalo- 
blastic anemia developed in 1 patient 2 years after a 
total resection with esophagojejunostomy had been 
performed. 

Roentgenographically, patients who had esophago- 
jejunostomy and enteroenterostomy demonstrated a 
very rapid passage of the contrast medium with 
virtually no storage function. The substitute jejunal 
reservoirs demonstrated a considerable capacity and 
ability to store barium suspensions. Emptying time 
approximated that of a normal stomach. Those pa- 
tients who had subtotal resections had a small food 
capacity but an acceptable storage function. Evacua- 
tion was satisfactorily intermittent. All patients who 
had total gastric resection showed increased small 
bowel motility; this was less marked in those who had 
subtotal gastric resection. Increased motility was 
restricted to the upper jejunum in most cases, and 
was followed by a compensatory slowing in the ileum, 
resulting in total evacuation times which did not differ 
significantly from normal. 

The food capacity for each meal and for the 24 hour 
period was least in patients who had a total gastric 
resection and esophagojejunostomy and greatest in 
those with a jejunal reservoir. A jejunal reservoir 
had a definite effect in preventing postgastrectomy 
symptoms. The mildest postgastrectomy symptoms 
were noted in the group with subtotal gastric resec- 
tions. The resumption of normal activity was least 
in the group with total resection and esophago- 
jejunostomy. 

The authors state, ‘Irrespective of its value for the 
cure of gastric cancer, near-total resection appeared 
to be preferable to total gastrectomy, even when 
accompanied by a substitute gastric reservoir, since 
it was followed by a better organic adjustment.” 
Although a jejunal pouch fails to abolish the metabolic 
changes following total gastrectomy, it probably 
should be employed because of its favorable effect 
on postoperative weight, food capacity, postgastrec- 
tomy symptoms, and the ability of the patient to 
return to normal activity. 

—Edward M. Miller, M.D. 


The Billroth I Operation; Its Importance in Pog. 
operative Stomach Function (Die Bedeutung des 
Billroth I fuer die postoperative Magenfunktion), G, 
Hernricu. Chirurg, 1956, 27: 548. 


In contrast to the Billroth II operation, the Billroth 
I operation permits the reconstruction of the duo- 
denal passage and a better approximation to normal 
physiology. The food, bile, and duodenal secretion 
can mix again. Conditions for the resorption of iron 
are approximated to the normal. By contrast, 50 
of 60 patients who underwent a Billroth II procedure 
showed an iron deficiency. The proteolytic capacity 
of the stomach after the Billroth I operation is satis. 
factory and appears to be superior to that of the 
stomach subjected to the Billroth II procedure. 
Although the Billroth II operation was considered 
the standard procedure for many years, it became 
apparent only recently that the idea of one standard 
procedure is no longer tenable. Because of its superior 
postoperative results, the Billroth I procedure should 
be carried out whenever it is technically feasible. 
— Sidney Smedresman, M.D. 


Gastropexy; Sole Procedure in Hiatus Hernia Repair 
(Erfahrungen mit Gastropexie als alleinigem Eingriff 
bei der Hiatushernie). R. Nissen. Schweiz. med. Wschr., 
1956, 86: 1353. 


CRITICAL EVALUATION of the various methods of dia- 
phragmatic hernia repair, including that of Allison, 
led the author to devise his own procedure. Essentially, 
the operation consists of a small abdominal incision, 
withdrawal of the incarcerated portion from the 
hernial ring, and fixation of the stomach in a suitable 
manner on the anterior abdominal wall. After fixation 
the gastrocolic and gastrolienal ligaments maintain 
the transverse colon and spleen in their proper rela- 
tionship to the stomach. In fact, the fixation of the 
stomach also prevents duodenal loops from slipping 
through the hernial ring. No recurrence has been 
noted in any patient operated on years ago. Roent- 
genograms prove that partial immobilization of the 
stomach does not influence the passage of food ad- 
versely. Drawing pains that occur during the first 
several days on walking, cease spontaneously within 
about 2 weeks. Patients leave the hospital 10 to 12 
days postoperatively. 

Gastropexy has been employed by the author for 
10 years. Evidently it is of no value in a patient whose 
hernia is due to a congenital shortening of the esopha- 
gus. In paraesophageal hernias gastropexy yielded 
results that were equal to those obtainable by any 
other method. In hiatus hernia the results were 
superior to those obtainable by any other procedure. 

— Sidney Smedresman, M.D. 


Total Gastrectomy with Reference to Chronic Hypo- 
kalemia. Davin M. SENsENIG and Rocer E. Camp- 
BELL. Ann. Surg., 1957, 145: 81. 


THE AUTHORS present a review of a series of 22 pa- 
tients who had total gastrectomies performed at the 
Veterans Hospital in Memphis, Tennessee, giving 
special attention to the chronic hypokalemia which 
occurred in some and apparently caused the death of 
2 patients. They reviewed the literature and found a 
paucity of information on the subject of chronic hypo- 
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kalemia after total gastrectomy and this prompted 
them to make the report. Much attention had been 
aid to the study of the nutritional status following 
otal gastrectomy, but in none of the reviewed articles 
was hypokalemia emphasized. 

The diagnosis was carcinoma in 18 cases, malignant 
lymphoma in 2, and benign gastric ulcer in 2 cases. 
The Roux-Y anastomosis was used 14 times, end-to- 
end esophagoduodenostomy 5 times, and the termino- 
lateral esophagojejunostomy with enteroenterostomy 
twice. The esophagoduodenostomies were employed 
early in the series but were abandoned because of a 
distressing regurgitation of food and bile soon after 
the patients ate. In 17 cases the spleen was resected 
with the specimen. All operations were performed 
through an abdominal incision alone, save 1 in which 
a thoracoabdominal incision was used. 

There was 1 death from operation giving a mortal- 
ity rate of 4.5 per cent. This patient was 57 years old. 
Atexploration a hard, firm tumor mass, the size of a golf 
ball, was found on the lesser curvature of the stomach. 
It was so high that it could not be excised with an 
adequate margin by employing a subtotal gastrec- 
tomy. Because of the extreme friability of the esopha- 
gus in this chronically ill patient, the anastomosis was 
not entirely satisfactory. A leak developed on the fifth 
postoperative day, causing an acute diffuse peritonitis 
which led to the death of the patient on the eighth 
postoperative day. This gastric lesion proved to be a 
benign gastric ulcer. The other patient with benign 
ulcer had involvement on the greater curvature high 
in the stomach. 

Four case reports are presented in detail since they 
illustrate so well the importance of chronic hypo- 
kalemia in a totally gastrectomized patient. The first 
patient, a 56 year old male, underwent a total gas- 
trectomy because of a huge ulcerating carcinoma of 
the stomach. Three months later he was admitted to 
the hospital because of severe dumping symptoms, 
epigastric pain, weakness, and profuse sweating after 
drinking a large amount of fluid, but he became free 
of symptoms on a dry diet. Two months later his 
serum potassium determination was found to be 2.3 
mEq./liter. Four months later he was readmitted 
with pneumonia and his incidental potassium deter- 
mination showed 2.6 mEq./liter. He was readmitted 
again approximately 1 year postoperatively because 
of persistent abdominal pain. Examination showed 
marked prostation, abdominal distention, and 1-plus 
pedal edema. The serum potassium determination 
was 2.0 mEq./liter. He was again studied 5 months 
later because of continued weight loss, abdominal 
flatulence, and bloating; the serum potassium deter- 
mination was 2.4 mEq./liter. Further potassium 
determinations 2 years postoperatively showed 2.3 
mEq./liter and again 2.6 mEq. /liter. 

The patient suddenly expired after an attack of 
severe vertigo and autopsy revealed no signs of a re- 
current tumor obstruction of the gastrointestinal tract. 
No anatomic cause of death could be found by the 
pathologist. 

Although the attending physicians had endeavored 
to raise his serum potassium level with maintenance 
doses of potassium chloride, the patient was not able 
to comply with these directions for one reason or 
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another and consequently went along for prolonged 
periods of time without substitution therapy. 

The second patient underwent total gastrectomy 
for carcinoma of the stomach. Seven months postop- 
eratively he was admitted to the hospital for studies 
and the potassium determination was found to be 3.5 
mEq./liter, although preoperatively it had been 3.2 
mEq./liter. On his last admission, 1 year after the 
operation, he was found to be extremely weak and a 
large mass of recurrent abdominal tumor and 3-plus 
edema of both lower extremities were noted. Although 
there had been no vomiting the serum potassium was 
1.6 mEq./liter. The patient suddenly expired in the 
hospital and autopsy revealed advanced abdominal 
carcinomatosis with partial intestinal obstruction. 

The third patient was a 54 year old male who had 
undergone total gastrectomy, splenectomy, and par- 
tial pancreatectomy, with a Roux-Y esophagoje- 
junostomy in 1950 for an advanced carcinoma of the 
stomach with lymph node metastases. Readmission 
10 months postoperatively because of persistent lower 
abdominal pain showed recurrent tumor in the um- 
bilicus and the pouch of Douglas and osteolytic 
metastases were found in both humeri. He suddenly 
became comatose and hypokalemia was suspected be- 
cause of the prolonged QT interval and the flattening 
of T waves found on the electrocardiogram. A blood 
specimen was obtained for a serum potassium deter- 
mination but was not satisfactory because of hemoly- 
sis. The patient never regained consciousness and ex- 
pired soon after. Autopsy was not permitted. 

The fourth case was that of a 53 year old male who 
underwent total gastrectomy for adenocarcinoma of 
the stomach. Postoperatively a fistula developed, 
from which he recovered with the aid of a feeding 
jejunostomy. The fistula closed, and the patient did 
fairly well until 3 weeks prior to his last admission 9 
months after the operation, when a dysphagia devel- 
oped. He succumbed shortly thereafter and autopsy 
revealed only a partial obstruction at the site of the 
gastroduodenostomy. Although no electrolytic studies 
were performed, it was strongly suspected that hypo- 
kalemia may have been present. 

The authors speculate upon the mechanism which 
produces a low potassium level after total gastrec- 
tomy. It appears to them that there is no specific 
electrolytic alteration and that the general disturb- 
ance of protein, nitrogen, and carbohydrate utiliza- 
tion may be accompanied by an inadequate potas- 
sium absorption. 

The authors suggest the necessity of careful potas- 
sium determinations along with other nutritional 
balance studies when following patients who have 
undergone total gastrectomy. 

— Matthew H. Evoy, M.D. 


Evaluation of the Use of a Segment of Jejunum to Re- 
lace the Stomach Following Total Gastrectomy. 
DWARD A. Free, HENRY MANNIX, JR., and JoHN M. 

BEAL. Ann. Surg., 1956, 144: 941. 


TWENTY-FIVE patients treated at the New York Hos- 
pital, Cornell Medical Center, comprise the clinical 
data for this report. Fifteen underwent total gastrec- 
tomy with splenectomy; 8 total gastrectomy, splenec- 
tomy, and partial pancreatectomy; 1 total gastrec- 
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tomy, splenectomy, and resection of a portion of the 
transverse colon; and 1 total gastrectomy, splenec- 
tomy, partial pancreatectomy, and left hepatic 
lobectomy. 

Reconstruction was accomplished by using a seg- 
ment of upper jejunum for esophagojejunal and 
jejunoduodenal anastomoses in end-to-end fashion. 
The defect thus produced in the jejunum was repaired 
by end-to-end anastomosis. 

Of these, 6 patients were living after 1 year without 
evidence of recurrence of malignancy, and they were 
studied extensively by controlled testing for the 
dumping syndrome, and 2 by careful metabolic 
balance studies. Ten patients were weighed periodi- 
cally for a sufficient length of time to evaluate this. 
Two of these have exceeded their preoperative weight 
and 5 have gained from their postoperative low to 
within the normal range. 

Although this procedure has not completely elimi- 
nated dumping, or prevented the occurrence of 
anemia and weight loss, the results of the evaluation 
of these patients are considered encouraging by the 
authors. The procedure will be given further trial by 
using it for the treatment of malignant lesions of the 
stomach. —Robert W. Williams, M.D. 


The Management of Endometriosis of the Large In- 
B. Fiemine. Austral. N. Zealand F. Surg., 
26: 144, 


ONE Is NOT LIKELY to see many cases of endometriosis 
of the bowel, and no doubt, because of this, errors in 
diagnosis will continue to be made. The author pre- 
sents 5 cases in which only 2 had histories that sug- 
gested intestinal endometriosis. In both, the patients’ 
symptoms had occurred concurrently with the men- 
strual periods and in 1 the diagnosis was made by pre- 
operative biopsy of the upper anterior rectal wall. In 
2 of the cases there was nothing to suggest that the 
obstructive lesion was not neoplastic. 

To diagnose endometriosis of the large intestine one 
must suspect it and make a point of carefully question- 
ing all female patients to discover whether their symp- 
toms have shown some menstrual periodicity even 
when the diagnosis of carcinoma seems unassailable. 
In many patients a preoperative diagnosis will be 
possible, particularly in those women with rectovagi- 
nal septal lesions and in those in whom the bowel is 
involved secondarily by extension from adjacent pel- 
vic endometriosis. If the condition is not suspected pre- 
operatively it certainly should be after operative ex- 
posure of the lesions, and then it should be confirmed 
by frozen section examination of the biopsy material. 

The chance that the lesion will be endometriosis 
rather than carcinoma is much greater in women 
under 30 years of age than in women nearing the end 
of their childbearing life. Therefore, it would appear 
justifiable at operation to obtain material for biopsy 
of all apparent carcinomas of the colon in very young 
women. The possible danger of disseminating a car- 
cinoma by obtaining a specimen for biopsy should make 
little difference to an already poor prognosis at this 
age and so should not deter the surgeon. Only then 
will it be possible to avoid the radical resections of the 
large bowel which are increasing in magnitude and are 
still operations endangering the patient’s life. It is 


fortunate that endometriosis commences on the serosal 
surface of the bowel, so that operative biopsy of a mas 
which was not involving that surface is not considered, 

Operative biopsy is justified in older women only 
when there is evidence of pelvic endometriosis or when 
the history and/or the appearance of the tumor arouse 
suspicion. At this age it is most unlikely that the tumor 
will be an example of endometriosis unless these fea- 
tures are present. 

The approach to treatment of endometriosis of the 
large bowel would have to be varied according to the 
age of the patient. In those under 35 years of age, 
radical removal of the pelvic organs should be carried 
out when these organs are extensively involved, and 
in such patients the bowel need not be disturbed. 
When the pelvic organs are not involved in a person 
under 35 years of age, resection of the bowel lesion 
should be performed, leaving ovarian tissue intact and 
preserving the uterus. In the group over 35 years of age 
the same radical removal of the pelvic organs without 
the resection of the bowel should be carried out when 
the pelvic organs are extensively involved. When the 
pelvic organs are seemingly normal an artificial meno- 
pause by bilateral oophorectomy or irradiation of the 
ovaries should be carried out. 

— Matthew H. Evoy, M.D. 


Histopathology of Ulcerative and Polypoid Colitis 
(Zur Histopathologie der ulceroesen and polypoesen 
Colitis). R. Rit. Langenbecks Arch. u. Deut. &sch. 
Chir., 1956, 284: 369. 


EIGHT SURGICAL SPECIMENS of ulcerative and polypoid 
colitis were examined histopathologically with special 
attention to irreversible changes in the intestinal wall. 
The findings help to elucidate the chronic recurrent 
character of the disease and the necessity of radical 
surgery. 

In the chronic inflammatory process the mucosa 
and submucosa of the colon are the first to be involved. 
In one case of colitis of 9 years’ duration the mucosa 
was almost absent and was replaced by granulation 
tissue with extensive leucocytic infiltration. After the 
inflammation subsides a regeneration of the intestinal 
epithelium is possible; however, the epithelium re- 
mains low cuboidal in structure and is sensitive to 
mechanical strain. 

The submucosa undergoes severe and permanent 
changes. The findings differ according to the stage of 
the disease. In recent cases the submucosal layer was 
often thickened and taken over by richly vascularized 


granulation tissue. This explains the tendency toward 
hemorrhage. By the end of the transformation process 
the submucosa is replaced by a callous scar tissue. 
There is no need to stress that such structural changes 
strongly impair the function, even if the epithelium 
itself is regenerated. 

The musculature of the colon, particularly the inner 
circular layer, is always more or less hypertrophied. 
The inflammatory process in the muscularis, however, 
is slight even in the most severe cases of ulcerative 
colitis. The intramural sympathetic plexuses are 
markedly enlarged. 

Pseudopolypoid projections of the mucosa are char- 
acteristic for chronic colitis, and are also a source of 
hemorrhages. Development of carcinomas on the basis 
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of polyposis is observed very frequently, while the per- 
centage of cancer in the course of ulcerative colitis is 
comparatively low. 

The author concludes that patients with ulcerative 
colitis as well as those with polyposis should be treated 
surgically. —Victor R. Fablokow, M.D. 


Contribution to the Diagnosis and bey 7 of Pri- 
mary Melan blastoma of the Rectum (Beitrag zur 
Diagnostik und Therapie des primaeren Melanozyto- 
blastoms des Mastdarmes). R. WULLENWEBER. Medi- 
zinische, 1956, p. 1678. 


THEIR DESTRUCTIVE GROWTH and tendency toward 
the formation of metastases place malignant melano- 
mas among the tumors with the poorest prognosis. 

Whereas melanomas of the skin belong to the do- 
main of radiotherapy, the rare melanocytoblastoma 
of the rectum is treated surgically. 

A55 year old woman was admitted with complaints 
of bloody, purulent feces. The manual and procto- 
scopic examinations revealed a mushroom-shaped, 
hard tumor on the anterior wall of the rectum with 
its lower border 4.5 cm. above the pectinate line. The 
head of the tumor was soft and brittle. The overlying 
rectal mucosa had a normal appearance. A biopsy 
from the suppurating portion established the diagno- 
sis of malignant melanoblastoma. A two stage ab- 
dominosacral operation was performed and supple- 
mented with intensive postoperative x-ray treatment. 
A pathologic fracture of the neck of the right femur 
occurred 8 months after the operation, and 4 months 
later the patient succumbed to peritoneal and pleural 
metastases. 

According to a prevailing opinion, rectal melano- 
mas derive from the squamous epithelium of the anus 
and spread from there in the cranial direction. Meta- 
plasia and also implantation of the anal epithelium 
following a laceration of the rectum may explain the 
appearance of squamous epithelium in the rectum. 

The frequently asymptomatic clinical course, an 
erroneous diagnosis of hemorrhoids, and, finally, the 
high degree of malignancy of melanocytoblastomas of 
the rectum are responsible for the poor prognosis in 
such cases. — Joseph K. Narat, M.D. 


LIVER, GALLBLADDER, PANCREAS, AND 
SPLEEN 


Cholecystostomy in Modern Surgery. Cyrit CosTELLo. 
Am. Surgeon, 1956, 22: 1079. 


THE AUTHOR REVIEWS 72 cases of recently performed 
cholecystostomies. The commonest indication was 
acute cholecystitis in the seriously ill patient or tech- 
nical difficulties which made cholecystectomy too 
hazardous. Eleven operations were done for other 
biliary tract diseases, i.e., obstructive carcinoma in 
debilitated patients and acute pancreatitis; these are 
not presented as operations of choice. Five cases of 
lesions of the extrabiliary tract were decompressed in 
this way. Most of the patients in the series were over 
60 years of age and critically ill. The mortality rate of 
30 per cent reflects their state. 

Twenty per cent of the patients who survived 
cholecystostomy for acute cholecystitis subsequently 
underwent cholecystectomy. Later elective cholecys- 
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tectomy is recommended when the life expectancy is 
reasonable and no serious contraindications exist. 
—Hermes C. Grillo, M.D. 


Congenital Atresia of the Extrahepatic Biliary Ducts 
(Atresia congénita de los canales biliares extrahepa- 
ticos). P. LarcHero, R. C. Necro, J. CurBELo 
Urroz, and H. Vitrar. An. Fac. med., Montev., 1956, 
41: 67. 


Tue susject of congenital biliary atresia is reviewed 
from many aspects. The incidence, diagnostic errors, 
clinical observations, embryology, histology, and sur- 
gery are described in detail, and extensive references 
are made to the American, Spanish, French, and 
German literature. 

The differential diagnosis of congenital biliary 
atresia embraces several poorly related conditions, 
including physiologic jaundice of the newborn, hemo- 
lytic jaundice of the newborn, virus hepatitis, con- 
genital syphilis, extraductal compression, and jaun- 
dice due to inspissated bile plugs secondary to de- 
hydration, hemolysis, or transfusion. 

The diagnosis of biliary atresia is not always easy to 
obtain. The greatest difficulty lies in differentiating 
it from obstruction which is due to bile or mucus 
plugs. In such conditions of obstruction, the diag- 
nosis can be made by keeping in mind that a fluc- 
tuating icterus index, bile in the feces or in aspirated 
duodenal secretions, or spontaneous regression of the 
icterus are not compatible with a diagnosis of con- 
genital biliary atresia. 

Diagnostic errors are largely eliminated if the sur- 
geon delays intervention until the end of the first 
month of life, since persistence of the symptoms for 
that period usually indicates atresia of the ducts. 

In operating on the newborn for jaundice which is 
unresponsive to medical management, the operator 
confirms a diagnosis which, necessarily, has been 
merely suspected and then performs whatever can 
be done to remedy the condition. In the experience 
of Gross 17 per cent of the patients operated upon 
had inspissated bile obstructing the ducts. Of these, 
81 per cent were cured of their obstruction. 

The actual incidence of the condition is difficult to 
ascertain, but it is thought to occur in 1 of 20,000 or 
30,000 births (Moore’s figures). 

The authors present 3 cases; one of these patients 
was the first to be operated upon successfully in 
Uruguay. 

A detailed description is given of the embryology 
of the liver, bile ducts, and pancreas, including the 
outpouchings and buddings of entoderm which are 
described and traced through complete development. 
It is emphasized that only the extrahepatic atresias 
and malformations lend themselves to repair. Faults 
of recanalization may occur and these usually are 
reparable, with a few spontaneously curing themselves. 
At operation, retrocaval duct systems should be 
searched for, since two have been described in the 
literature. 

Atresia of the intrahepatic ducts is not common. 
Moore found 1 in 19 cases examined either at autopsy 
or by surgical biopsy. Gross found 1 in 146 cases. The 
condition is almost always associated with obstruc- 
tion of the extrahepatic duct as well. 
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From the point of view of surgical correction, ob- 
struction of the extrahepatic duct must be confined 
to the termination of the common duct or to the com- 
mon duct and gallbladder together. A condition of 
operability is established in the absence of obstruction 
of the intrahepatic duct and the presence of an ex- 
ternal duct system or a gallbladder that communi- 
cates with the intrahepatic ducts. It is possible to 
save approximately 20 per cent of the patients with 
biliary atresia. 

The late results of nonremediable biliary atresia are 
cirrhosis and portal hypertension. Strangely, these 
late results do not supervene in patients with intra- 
hepatic ductal atresia, and it is these patients who 
have survived the longest. 

The gallbladder may be found to be a cord or a 
receptacle for bile. The presence of bile assures the 
possibility of re-establishing biliary-intestinal con- 
tinuity. Absence of the gallbladder usually is not 
associated with biliary atresia. Latimer’s review 
fails to reveal atresia in 74 patients in whom the 
gallbladder was absent. 

Exploratory laparotomy is well tolerated if the 
patient is in good condition, if the operation is 
carried out before the end of the second month, and if 
anoxia during anesthesia is prevented. A transverse 
incision is favored. Early oral alimentation is carried 
out, antibiotics are given, and precautions are taken 
against hyperthermia. A review of the literature 
shows that the gallbladder is used most frequently in 
establishing biliary-intestinal continuity. 

Early in the exploration, the status of the gall- 
bladder should be ascertained. A gallbladder con- 
taining bile should be injected with contrast material 
and a roentgenogram taken. Appropriate anastomosis 
can then be carried out. Should the gallbladder con- 
tain clear liquid only, a complete dissection of the 
biliary tree must be done. An appropriate correction 
may be impossible. If the gallbladder is reduced to a 
fibrous cord, the probabilities of surgical treatment 
are almost nil. Exploration must be carried out be- 
cause only thus can the exceptional patients be saved. 

Details of the surgical technique and an extensive 
review of the literature are included in this presenta- 
tion. —John 7. Bergan, M.D. 


Annular Pancreas; Report on 2 Operative Cases (Das 
Pancreas anulare. Bericht ueber 2 operierte Faelle). 
F. Linper and W. Frirzscue. Langenbecks Arch. u. 
Deut. Lschr. Chir., 1956, 283: 428. 


ANNULAR PANCREAS is a malformation of the pancreas 
anlage. The duodenum at the level of the papilla 
of Vater is encircled by a ring of pancreas tissue 
which may compress the duodenum and cause stenosis. 
The authors of this article, of the Surgical Department 
of the University of Berlin, Germany, report 2 per- 
tinent cases, discuss the symptomatology and dif- 
ferential diagnosis, and tabulate 110 cases in the 
literature. 

The first case was that of a man of 42 years who 
was admitted for colicky pains in the abdomen, which 
had occurred periodically for 13 years. The roentgeno- 
gram revealed stenosis in the descending portion of 
the duodenum and marked dilatation of the bulbus. 
At laparotomy a huge dilatation of the proximal 


part of the duodenum was found; it was caused by a 
band of pancreas tissue 2 cm. wide which encircled 
the duodenum and caused stenosis. When the con- 
stricting ring of pancreas tissue was severed the stenosis 
disappeared completely and x-rays showed a normal 
passage through the duodenum. However, the colicky 
pains recurred shortly after the patient’s discharge 
from the hospital, and a second laparotomy was 
necessary. This revealed that scars and adhesions 
had again caused stenosis with maximal dilatation of 
the bulbus. Therefore, a retrocolic duodenojejunos- 
tomy was performed. The patient made an uneventful 
recovery and remained permanently free from 
symptoms. 

The second case was that of a 73 year old woman 
who was operated on for gastric carcinoma. At opera- 
tion an annular pancreas was found in addition to 
carcinoma of the antrum. The constricting ring of 
pancreas tissue had caused marked stenosis of the 
duodenum and maximal dilatation of the bulbus. 
The patient recovered completely after the operation. 

— Werner M. Solmitz, M.D. 


Radical Pancreatoduodenectomy for Cancer of the 
Head of the Pancreas. ALEXANDER BRUNSCHWIG. 
Cancer. Philadelphia, 1956, 9: 1160. 


A WIDESPREAD defeatist attitude has developed in 
regard to radical surgery for the treatment of cancer 
of the head of the pancreas. This has resulted from 
published figures that show no 5 year survivals when 
radical pancreatoduodenectomy has been performed. 

A recent review by Dennis and Varco contained 
information on 12 patients who are alive and well 5 
years after pancreatoduodenectomy for cancer of the 
head of the pancreas. The present report adds an- 
other patient who is alive and well and apparently 
free of disease 4 years after such resection. 

A 73 year old woman was admitted to the hospital 
in April, 1952 because of icterus of 6 weeks’ duration, 
with the symptoms of dark urine, light colored stools, 
and mild diarrhea. The general physical examination 
was negative except for a mild icterus. 

Pancreatoduodenectomy was performed for a hard 
mass, 2 centimeters in diameter, deep in the head of 
the pancreas. There was no evidence of metastatic 
disease. The gallbladder and common bile duct were 
dilated. A loop of jejunum, just distal to the ligament 
of Treitz, was brought up into the area of the pan- 
creas and stomach and the distal end was closed and 
inverted. The common duct was then “‘fish-mouthed” 
into the wall of the jejunal loop, and at a slight dis- 
tance from this the gallbladder was also anastomosed 
to the jejunal loop. A short distance beyond this 
anastomotic site a Polya type of gastrojejunostomy was 
done. The transected neck of the pancreas was 0oc- 
cluded with linen sutures. The abdomen was closed 
after soft rubber drains to the operative site were 
placed. The operative time amounted to 2 hours and 
the patient required 1,000 cubic centimeters of whole 
blood. 

The postoperative course was uneventful except for 
a mild ileus and the patient was discharged on the 
twenty-sixth postoperative day. Her course at home 
was marked by a rapid return to normal activities and 
4 years after operation she is well. She is now 77 years 
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of age, entirely self-sufficient, lives alone, and is very 
active. 

The histopathologic report was adenocarcinoma 
involving the terminal pancreatic ducts and common 
bile duct. A node from the porta hepatis was histo- 
logically negative. 

The patient’s age was 73 at the time of the surgical 
procedure and it would have been reasonable to sim- 
ply carry out a bypass procedure because of advanced 
age and the poor outlook for survival in such cases. 
It is possible that this patient could have survived for 
4 years had no operation been accomplished and the 
neoplasm been of a slow-growing type. It is doubtful, 
however, that she would have been well and appar- 
ently free of disease 4 years later. 

The record of 12 authenticated cases of patients 
with cancer of the head of the pancreas who are alive 
and well 5 years following radical pancreatoduo- 
denectomy and the present report of an additional 
case make it difficult to take the position that if 
cancer of the head of the pancreas is observed, a 
short-circuiting operation is indicated instead of re- 
section. The author believes that the relatively few 
successful cases reported should be a stimulant to 
earlier diagnosis and to an appreciation of what 
radical surgery can accomplish. 

— John H. Davis, M.D. 
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The ~~ 4 Peritoneal Tap. Wm. H. Moretz and 
Ws. G. Erickson. Am. Surgeon, 1956, 22: 1095. 


DIAGNOSTIC PARACENTESIs is a valuable and safe pro- 
cedure. In 161 taps the bowel was entered in 8 pa- 
tients without complication. As further proof of the 
safety of the procedure taps were performed rapidly 
and at random on a large group of animals without 
serious sequelae. The site of tap should be near the 
site of disease, preferably in the lower quadrants, 
away from solid organs, and away from scars. The 
authors describe their technique in detail. A quarter 
of the taps gave negative results and one quarter of 
these were falsely negative. 

The following conclusions are reached on the basis 
of this experience: (1) purulent fluid indicates perito- 
nitis, with primary peritonitis being indicated by the 
predominance of the characteristic organisms in the 
smears; (2) bloody fluid may mean pancreatitis, car- 
cinomatosis, ectopic pregnancy, strangulation, or a 
ruptured parenchymatous organ. Microscopic exam- 
ination for leukocyte content, differential leukocyte 
count, and for bacteria may be most helpful. Acidity 
and amylase content tests may be of help. Diseases 
that should be differentiated from surgical emergen- 
cies are also discussed. | —Hermes C. Grillo, M.D. 
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GYNECOLOGY 


UTERUS 


A Clinicopathologic Study of 56 Cases Showing 
Atypical Epithelial Changes of the Cervix Uteri. 
ARNOLD J. Rawson and Roman Knosticn. Am. 7. 
Obst., 1957, 73: 120. 


IT 1s GENERALLY REALIZED that a number of cervical 
biopsies reveal histologic changes which, while sug- 
gestive of intraepithelial carcinoma, are insufficient 
to establish a diagnosis. Since these changes consist 
mainly of nuclear abnormalities, the term ‘“‘dyskary- 
osis,” introduced by Papanicolaou, might serve to 
describe the lesion. 

The authors have studied 56 patients whose cervical 
biopsy demonstrated nuclear abnormalities desig- 
nated as dyskaryosis. They were studied by means of 
smears and punch biopsies. 

Among 16 pregnant patients the lesion regressed 
in 10. In 3 carcinoma in situ was demonstrated in 
less than 1 month. Progression to invasive carcinoma 
occurred in 2 instances. In the other 3 patients the 
outcome was indeterminate. 

Among 37 nonpregnant patients the lesion re- 
gressed in 29; 3 were indeterminate. Carcinoma in 
situ was demonstrated in 4 patients, 3 in less than 1 
month and 1 in 19 months. In 1 patient invasive 
carcinoma was found in 21 months without a pre- 
invasive stage having been detected. In 3 patients 
who had an associated Trichomonas infection, the 
lesion regressed. 

Since about one-sixth of the lesions designated as 
dyskaryosis were subsequently found to be associated 
with carcinoma, histologic criteria were inadequate 
to predict the final outcome. The remaining lesions 
usually reverted to a normal appearance, the ma- 
iority in less than 4 months. 

The data suggest that atypical changes found dur- 
ing pregnancy do not differ significantly from those 
found in the nonpregnant state. While atypical lesions 
may progress to malignancy, it is more likely that the 
two coexist. A cone biopsy of the cervix is indicated. 
Dyskaryosis commonly involves the portio vaginalis 
and carcinoma in situ the endocervix. 

If coexisting carcinoma can be excluded, most 
lesions will regress spontaneously. The lesion can be 
examined periodically with smears. If dyskaryosis 
persists more than 4 months, the case should be 
thoroughly reinvestigated. 

—Lester T. Hibbard, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Struma Ovarii; a Follow-Up Study of 20 Cases. 
Jorcen B. Datcaarp and Per WETTELAND. Acta chir. 
scand., 1956, 112: 1. 


THis Is A REPORT of a follow-up study of 20 cases of 
struma ovarii, bringing the total number of published 
cases in excess of 250. The 21 cases were found during 
the routine biopsy of 62,000 specimens over a 25 
year period for an incidence of 1 in 3,000 biopsy 
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specimens. Twenty of the specimens were obtained 
during a period of time in which 107 cases of ovarian 
teratoid tumors were investigated. These 20 cases 
amount to an incidence of thyroid tissue in 19 per 
cent of the specimens. Seven of the 20 cases were 
classified as struma ovarii spuria and 13 as struma 
ovarii vera. Of the 13 struma ovarii vera, there were 
8 pure cases with thyroid tissue as the only teratoid 
constituent and 5 cases with thyroid tissue as the ma- 
jor constituent of a teratoid ovarian tumor. 

A brief clinical review of each of the 20 cases is pre- 
sented in this report. Re-examination of biopsy mate- 
rial and clinical follow-up on patients range from 1 to 
21 years for an average of 8 years after ovarian opera- 
tion. In one-third of the cases classified as struma 
ovarii spuria, the occurrence of minor amounts of 
thyroid tissue in the ovaries was an unimportant find- 
ing. In the remaining cases of struma ovarii vera, 
ascites was present in 3, peritoneal adhesions in 5, and 
in 7, or one-third of the cases, the struma ovarii proved 
to be of no, or only limited, clinical importance. One 
patient had a fully developed Meigs’ syndrome, 3 had 
thyrotoxic symptoms, and 2 had malignant ovarian 
struma. 

The authors conclude that severe symptoms are 
most likely to develop in patients with pure ovarian 
struma and in those with a papillary pattern. The 
need of a long continued control of patients with 
struma ovarii is emphasized. Women with thyrotoxi- 
cosis should be submitted to gynecologic examination 
before surgical measures on the thyroid gland are 
performed, particularly in the absence of cervical 
goiter. —James F, Donnelly, M.D. 


Ovarian Goiter (Goitres ovariens), G. DesBonNETS and 
J. Amps. Bull. Soc. Roy. belg. gyn. obst., 1956, 26: 505. 


THE AUTHORS’ FIRST PATIENT, 58 years of age, had been 
suffering for the past 6 months from pains in the lower 
abdomen, sensations of weight, increase in size of the 
abdomen and pollakiuria. The patient had given birth 
to 4 infants; her last menstruation occurred 12 years 
previously. A mass in her abdomen had been rapidly 
increasing in size but the patient, since the onset of 
symptoms, had lost more than 20 pounds in weight. 
She had become emotionally unstable, agitated, and 
restless. Her pulse was 110. 

At operation a very vascular tumor of the left ovary 
with firm adhesions to the small intestine and sigmoid 
colon was removed. Healing was uneventful; after 
operation the patient gained several pounds in weight 
and became her usual placid self. When she was seen 
3 years later she was perfectly well. 

The specimen removed, consisting of the uterus and 
left ovary, was the size of an adult head. The tumor 
consisted of a cystic mass with a cavity occupying 
three-quarters of the mass; upon the inner wall of the 
cyst were many spherical masses varying in size from 
that of a pea to that of a horse chestnut. 

Histologically, the solid part of the tumor and par- 
ticularly the intracystic vegetations consisted of closely 
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acked vesicles lined with clear, cubical, or elongated 
cells. The vesicular cavities contained an eosinophilic 
substance of colloidal nature. The microscopic appear- 
ance was that of thyroid parenchyma in various stages 
of evolution. 

The second patient was a 57 year old woman who 
had been suffering from abdominal pains for 5 days, 
from fever and diarrhea. The fever persisted despite 
the use of antibiotics and icebags. The temperature, 
pains and diarrhea, together with a painful palpable 
mass in the right iliac fossa suggested appendicitis. 
There were no symptoms suggesting hyperthyroidism. 

At operation a cystic mass the size of a grapefruit, 
which was loosely adherent to neighboring loops of 


small intestine, was removed together with the right | 


adnexa. 

Macroscopically it was a multilocular cyst; the 
cavities in the abdominal portion contained a clear 
fluid and the cavities in the pelvic portion a thick 
puriform liquid. Histologically the appearance was 
that of struma ovarii. 

Convalescence was uneventful except for a few days 
of rheumatic fever which responded to salicylates. 

Following the operation the patient continued to be 
somewhat irritable, but the thyroid was normal and 
there was no exophthalmos, tremor, or cardiac irrit- 
ability. The pulse rate was 60. 

Although no instance of this rare tumor has so far 
been diagnosed preoperatively, the authors hope that 
these two reports may help to familiarize the profes- 
sion with the clinical aspects of the condition and lead 
to future preoperative diagnoses. 

During the discussion Fanard questioned the authors 
regarding tests with radioactive iodine, but the authors 
reminded the questioner that radioactive isotopes were 
not available in 1953—when the patients were seen. 

— John W. Brennan, M.D. 


Primary Cystic Epitheliomas of the Ovary: Papil- 
liferic Cysts (Les épitheliomas kystiques primitifs de 
Povaire: kystes papilliféres). Cu. Mayer. Bull. Soc. 
Roy. belg. gyn. obst., 1956, 26: 534. 


THIRTY-SEVEN PATIENTS were treated for primary 
cystic epithelioma. The diagnosis in each case was 
verified histologically at the Polyclinic of Léopold 
Park, Brussels, Belgium, in the period from 1940 to 
1955. According to the classification based upon the 
extension of the lesion, as suggested by Gardiner, 
Linda, and Slate (Am. J . Obst., 1955, 70: 3), the 
author divides this material into stage 1 (5 cases), sta 

2 (7 cases), stage 3 (5 cases), and stage 4 (20 st 
Stage 1 consisted of cases in which the tumor could 
be removed totally and in which there was no evidence 
of metastasis; stage 2 of cases with local metastases 
which could be removed totally with the tumor; stage 
3 of cases in which metastases could not be removed 
totally with the tumor; and stage 4 of cases with 
extensive peritoneal carcinomatosis. 

Three of the 5 patients in stage 1 are still alive 5 
years after the operation; 2 of the 7 in stage 2 and 2 
of the 5 in stage 3 are 5 year survivors; there were no 
survivors among the 20 patients in stage 4. 

These results conform, more or less, to those given 
by other workers and indicate that the present prog- 
nosis of cystic epithelioma of the ovary is very poor. 
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On the whole, the possibility of cure seems to depend 
upon early surgical intervention, but there are some 
paradoxical aspects; for instance, there were 2 survivors 
after 5 years who had been given postoperative 
roentgen therapy, and these apparent cures should 
evidently be placed to the credit of the roentgen 
therapy. On the other hand, in 2 patients in stage 1 
who were not 5 year survivors, both of whom were 
given postoperative roentgen therapy metastases 
appeared after a few months. 

Among the 7 patients on whom surgery only was 
done, the 3 year survivors amounted to approxi- 
mately 57 per cent and the 5 year survivors amounted 
to approximately 28 per cent. Among the 30 patients 
undergoing surgery followed by postoperative roentgen 
therapy the 3 year survivors numbered 40 per cent 
and the 5 year survivors numbered 16 per cent. The 
inferior results in the last group of patients suggests 
that the patients given roentgen therapy belonged 
predominantly in the more advanced stages of the 
disease. The author believes that roentgen therapy 
should be used routinely following the operation in 
the presence of this condition. 

Since 1950, 14 patients have been treated with 
methylandrostendiol. This drug was administered in 
weekly doses of 200 mgm., the treatment being stopped 
on the appearance of the masculinizing symptoms. 
The preparation has seemed to improve the general 
physical condition of the patient, is less masculinizing 
than testosterone, and presents the advantage of oral 
administration. —John W. Brennan, M.D. 


The Diagnosis of Ovarian Carcinoma by Vaginal 
Cytology. Davin C. Ficce and Russert R. De 
ALVAREZ. Obst. Gyn., 1956, 8: 655. 


THE EARLY diagnosis of ovarian cancer is quite diffi- 
cult since symptoms may be absent even in advanced 
stages; frequent periodic pelvic examinations do not 
assure early diagnosis. Although the present develop- 
ment of the cytologic technique has offered promise 
in the diagnosis of cervical and endometrial carcinoma 
it has not been frequently utilized to detect ovarian 
malignancy. 

The authors review the cases of 10 patients with 
carcinoma of the ovary on whom vaginal and cervical 
smears were made prior to diagnosis. Upon examina- 
tion of the smears 7 gave a diagnosis of “malignant” 
and 2 of “highly suspicious” growths. The cells found 
were small atypical glandular cells. Nucleoli, vacuoli- 
zation, and hyperchromatism were almost invariably 
present. The cells were characteristically scattered 
singly throughout the smears rather than in clusters 
or rosettes which are characteristic of uterine adeno- 
carcinoma. Most of the smears contained elongated, 
tapered cells which were not definitely malignant but 
were associated with such frequency as to arouse the 
suspicion of ovarian malignancy. 

When abnormal cells are found by smear and there 
is no demonstrable explanation in the vagina, cervix, 
or corpus the possibility of ovarian (and tubal) malig- 
nancy must be considered. The cells may reach the 
lower genital tract either from secondary extension 
or from metastases of the lesion to the tubes, corpus, 
cervix, or vagina. In the absence of such extension the 
cells may be transmitted through the tubes. ‘The oc- 
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currence of positive vaginal smears in such a propor- 
tion, in even the relatively small series studied, sug- 
gests that serial cytologic smears may offer a potential 
aid in the early diagnosis of ovarian carcinoma. 

— Warren R. Lang, M.D. 


Tubal Plastic Operations, Louis M. 7. Obst. 
Gyn. Brit. Empire, 1956, 63: 852. 


CERTAIN MODIFICATIONS of the standard techniques 
for tuboplasty have been presented. These include 
methods of handling a polyethylene prosthesis with 
less trauma and more simply than hitherto practiced. 

An attempt has been made to determine the world 
status of these operations by means of a questionnaire. 
It would appear that less than 2 per cent of gyneco- 
logists perform any number of these operations, and 
that the liveborn rate following such operations, ex- 
clusive of salpingolysis, is approximately 12 per cent. 
The pregnancy wastage is 32 per cent. 

Following 36 operations the tubal patency rate was 
44.8 per cent and the liveborn pregnancy rate was 
1..1 per cent. There was no pregnancy wastage in 
this series. The results in any series will vary with the 
type of case, but there has been some improvement 
in the results of this type of surgery and these opera- 
tions carry no great risk to the patient. They are 
worth performing not only from the standpoint of re- 
sults but from the standpoint of the patient’s satisfac- 
tion. There is still much room for technical improve- 
ment. At present it would seem that the plastic pros- 
thesis and the opening of the uterus for its insertion 
presents certain distinct advantages. 

—Alan Rubin, M.D. 


MISCELLANEOUS 


Endouterine Pelvic Phlebography; Possibilities and 

Technique (Possibilita e tecnica della flebografia 

elvica per via endouterina). E. Reveiur and M. 
AcCINI. Minerva gin., Tor., 1956, 8: 695. 


THE AUTHORS make it clear that this is only a pre- 
liminary report based on initial studies. The discus- 
sion centers on the advantages of visceral pelvic 
phlebography via the endouterine route, with ex- 
tensive iconography to illustrate the technique used. 
The contrast medium is injected directly into the 
myometrium where an ample vascular supply is 
found, which will lead to rapid visualization of all 
the vessels draining this area together with the uterine 
sinuses. The result is a clearly defined morphological 
image of the uterus. The opaque or contrast medium 
(20 c.c.) is deposited in the myometrium by means 
of a special needle, 15 cm. long, in an appropriate 
obturator. The contrast agent passes on to the venous 
plexuses or sinuses which are situated at the base of 
the large ligament. The uterine veins are clearly 
outlined in their entire course. The ovarian veins and 
the pampiniform plexus are also outlined clearly. 

Roentgenograms are taken immediately after the 
20 c.c. are injected and again soon after. This method 
is not generally known as yet, but it is hoped that it 
will be studied more and more and in time lead to 
its more widespread application. 

The authors state that they have found this method 
useful in diagnosing pelvic thrombosis, congestion, 


tumors, and inflammations. The parametria are 
frequently seen in conjunction with ureterography, 
Some of the other methods used, but discarded, are 
the injection of the medium in the hemorrhoidal 
veins, the dorsal vein of the clitoris, or via the osseous 
routes, i.e., the pubic, the ischiatic, the trochanteric, 
the iliac crest and the sacral. The results have in. 
variably been poor. Some workers have attempted 
the more complicated osteomedullography via a 
supracondylar approach. The technique is too com- 
plex to recommend, requiring a general anesthetic 
and a surgeon experienced in trephining bone. In 
difficult cases in which malignant tumors may be 
involved, a definite picture of the pelvic structures 
can be obtained with the authors’ method (pelvic 


‘endouterine phlebography). The dissection is greatly 


facilitated when the structures are outlined by the 
contrast medium. —Vincent Ippolito, M.D, 


The Value of Cytology in Gynecology. Hucu C. 
McLaren, C. W. Taytor, and M. E. Atrwoon. j. 
Obst. Gyn. Brit. Empire, 1956, 63: 801. 


THE AUTHORS have made cytologic studies on over 
5,000 patients since 1952, in an attempt to determine 
the value of cytological examination in gynecology. 
Cytology technicians were trained and made respon- 
sible for “cell recognition” to deliberately avoid 
training “screeners.” ‘The vaginal aspiration technique 
was chosen in preference to the scraping technique 
because it requires no insertion of a speculum, and 
a better sample of the endometrium is obtained. 

Every patient who had a positive smear irrespective 
of symptoms was admitted to the hospital for investi- 
gation by dilatation, curettage, and cervical biopsy. 
The accuracy of the cytologicsmear was thus evaluated. 

The grading of the smears followed Papanicolaou’s 
grading. The cytologist reported cervical cancer cells 
in 33 of 34 vaginal smears. In corpus cancer the 
cytologist reported cancer in 12 of 16 smears and 
malignant cells in 4 of the 5 cases of cancer jin situ. 

There was an incidence of 17 per cent false positive 
smears in relation to the positive smears, but these 
false positives were only 0.5 per cent of the total smears 
taken. There were 6 false negative smears which was 
10 per cent of all malignant cases or 0.26 per cent of 
all cases. 

Cytology was responsible for leading the authors 
to 10 cases of carcinoma from the 2,250 patients, and 
of these 4 were definite cases of carcinoma in situ. 

Good color and black and white microphotographic 
reproductions and case histories are included to il- 
lustrate their study. 

The authors found that vaginal smears showed 
atypical cells with carcinoma of the vulva but no 
cytologic abnormality in ovarian cancer. They be- 
lieve that cytology has proved to be accurate in con- 
firming cancer of the cervix but less accurate in con- 
firming cancer of the corpus. Its chief value is in the 
diagnosis of preinvasive cancer. 

They agree with Novak’s statement “that some 
500 hours of work is necessary to reveal 1 carcinoma,” 
and believe that this is probably a low estimate of 
the time involved. 

There is an intelligent discussion concerning the 
shortage of technicians available and the problem 
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of training them. They also discuss on a reasonable 
level the threat of inducing “‘cancerphobia” in women 
who are requested to submit themselves for routine 
examinations. 

They believe the chief value is in the discovering 
of carcinoma in situ and in occasionally diagnosing 
cervical cancer which may not be suspected. 

—Robert J. McNeil, M.D. 


Consideration with Reference to Some Cases of 
Chorioepithelioma Treated at the Institute of Radi- 
ology of Bologna (Considerazioni su alcuni case di 
corionepitelioma trattati all’istituto del Radio di Bo- 
logna). FRaNco Marnotp1 and GIANCARLO PALMIERI. 
Riv. ital. gin., 1956, 39: 368. 


THE FIRST CASE of chorioepithelioma observed by 
the authors was that of a 38 year old woman who 
had noted irregularities of the menstrual cycle for 
the past 6 months with the anticipation of periods 
of a duration of more than the normal (8 to 10 days). 
In the month preceding her entrance into the hospital 
she had had intense pain in the lower abdomen with 
nausea, vomiting, and elevated body temperature. 

At operation there was uncovered a nodular, dark 
reddish mass, the size of a small melon, which had 
originated from the right adnexa. The mass was 
adherent to several loops of the small intestine, the 
cecum, and the appendix. The tumor was quite friable 
and the operation (subtotal hysterectomy, bilateral 
adnexectomy, and appendectomy, together with 
excision of the tumor mass) was quite bloody. 

Histologic examination of the removed tissues dis- 
closed poorly differentiated cells with characteristics 
of those of a chorioepithelioma. The Galli-Mainini 
pregnancy test was negative, then positive. 

Roentgenological examination revealed, in the 
chest, numerous opacities, in part confluent, in the 
lower left lung field, apparently of neoplastic met- 
astatic nature. The left hilus was enlarged, apparently 
on an adenopathic basis. The general condition of 
the patient was poor and she was dismissed without 
treatment. This was in 1950. 

The second case was that of a 43 year old woman, 
whose difficulties started in the form of a vesicular 
mole. After emptying of the uterus by curettement 
in December, 1948, the patient was well until March, 
1951 when abundant intermenstrual bleeding de- 
veloped. At this time the Galli Mainini pregnancy 
test was intensely positive. Nevertheless, there was no 
evidence of abnormality in the uterus or adnexa. 

The roentgenologic examination disclosed, in the 
right parahilar region of the thorax, a rounded opacity 
with distinct borders. It was about 2 cm. in diameter. 
The patient was referred to the roentgenologist. 
Roentgenologic therapy consisted of daily dosages 
of 200 to 300 roentgens (180 kv. and 10 ma.) for a 
total dosage of 2,000 roentgens to the pelvic region 
and 2,900 roentgens to the chest. This course was 
followed by radium therapy to the cervical canal 
(35.07 millicurie hours). 

In the course of this treatment an exuberating, 
ulcerative process had started in the mouth and, 
although it was treated vigorously with plesiotherapy 
(9,000 roentgens), it spread to the nose and, while 
the other metastatic findings regressed satisfactorily, 
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this process (metastasis of malpighian-cell cancer?) 
progressed to the death of the patient. 

The third patient was a 24 year old woman who 
had noted blood loss from the genital organs 2 months 
previous to presenting herself. Curettement led to 
the diagnosis of vesicular mole. The Galli-Mainini 
pregnancy test was positive. 

At operation a normal-appearing uterus and adnexa 
were removed. Inside the uterus, involving the en- 
dometrium, was encountered a granular, friable, 
dark reddish mass which, on histological examination, 
proved to be a chorioepithelioma. 

A total course of radiation therapy of 18,000 roent- 
gens was given by the usual technique, including 
24.57 millicurie hours of radium given intravaginally. 
After this the pregnancy test remained negative and 
2 years later the patient was perfectly well. 

The fourth case was that of a 27 year old woman 
who, following a second abortion at 4 months, was 
curetted and found to be suffering from a chorio- 
epithelioma. Hysterectomy and bilateral adnexectomy 
were performed and followed by roentgen therapy 
(total of 9,600 roentgens) to the pelvis and radium 
therapy through the vagina (20.34 millicurie hours). 
Almost 3 years later the patient was perfectly well. 

The fifth case was that of a 38 year old woman 
from whom a curetted specimen revealed the pres- 
ence of a chorioepithelioma. Total hysterectomy and 
bilateral adnexectomy, followed by roentgen therapy 
(total 7,200 roentgens) and radium therapy (22.67 
millicurie hours) through the vagina resulted in al- 
most 2 years of perfectly good health, without evi- 
dence of recurrence or metastasis. 

On the basis of the experience here reported, al- 
though the number of cases are few and the control 
period not lengthy, the authors feel justified in stating 
that the patient affected with this type of neoplasm 
should be entrusted to the hands of the roentgenolo- 
gist in the postoperative period. They are of the 
opinion that more satisfactory results will be procured 
than are generally anticipated in this condition. 

— John W. Brennan, M.D. 


Pathological Lesions of the Female Urethra. Laman A. 
Gray and B. Pincetton. 7. Am. M. Ass., 
1956, 162: 1361. 


THE GONORRHEAL etiology of all infections in Skene’s 
ducts is deprecated and the Trichomonas vaginalis 
organism is brought into proper focus as the more 
common offender. A cure of the condition demands 
prolonged treatment. It may or may not be acquired 
by sexual intercourse, but more frequently is not. 

These authors believe that the urethral syndrome 
of lymphogranuloma begins as a chronic urethritis 
but state it is rarely seen in private practice and only 
875 cases were reported in the United States in 1955. 

Condylomata acuminata occur about the urethral 
meatus and are usually but not always transmitted by 
sexual contact. The authors believe the lesion is 
best treated by fulguration, but mention the use of 
podophillin as a form of therapy. 

Prolapse of the posterior margin of the mucosa at 
the urethral meatus often occurs after the menopause 
but may occur in young women or in children. Only 
large prolapse causes symptoms of dysuria and dys- 
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pareunia. The authors’ analysis of 91 specimens of be- 
nign lesions of the urethral meatus classifies 71 as true 
caruncles, 12 as granulomatous, and 8 as verruca 
acuminata. The presence of true infection suggested 
a granulomatous origin of the lesion rather than a 
simple mucosal prolapse. The true caruncles are fur- 
ther classified into 3 groups by their microscopic ap- 
pearance. 

Treatment and biopsy were reserved for the large, 
indurated or bleeding lesions. Those requiring ful- 
guration under general anesthesia were always biop- 
sied. Improvement frequently follows estrogen ther- 
apy and treatment for Trichomonas vaginalis. 

Urethra diverticula may be acquired or congenital 
in origin. The acquired follow perforation of local 
glands or trauma during parturition. The congenital 
type arises from Gartner’s ducts or embryologic mal- 
development. Some of these are asymptomatic and 
some cause pain in the lower abdomen, dysuria, 
dyspareunia, urinary frequency, or urinary drib- 
bling after voiding. There have been 3 cases of malig- 
nancy reported in urethral diverticula. 

The treatment of urethral diverticula consists of 
excision of the sac and closure with No. 0000 chromic 


catgut in layers. The postoperative complications jn. 
clude fistula or recurrence. Two drawings are shown 
to illustrate the technique of treatment. 

Suburethral cysts may arise from a diverticulum 
with a sealed neck or from mullerian duct remnants, 
they are usually asymptomatic. 

Carcinoma of the urethra is grossly like an indur. 
ated granular ulcer. Metastasis to the inguinal lymph 
nodes occurs frequently and early. Surgical excision 
with lymph node dissection is recommended with or 
without irradiation. The authors describe 2 of the 
cases. 

Congenital valves, and also polyps, of the urethra 
have been described as unusual lesions. Schloss is said 
to have described caruncles of the posterior urethra 
and bladder neck which produce symptoms of “jr. 
ritable bladder” and “‘chronic urethritis”. 

Chronic urethritis with or without trigonitis has 
long been blamed for urinary frequency, burning, 
and pain. Nervous tension and anxieties are suggested 
as causative factors and the authors suggest that re- 
assurance and tranquilizing drugs may be of more 
help than local urologic treatment. 

—Robert 7. McNeil, M.D. 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Primiparas over 40 years of age (Les primipares de 
plus de 40 ans). R. Manon, G. Faucére, and M. 
NeurRIssE. Rev. fr. gyn. obst., 1956, 51: 223. 


A series of 106 primiparas, from 40 to 50 years of age, 
seen from 1945 to 1955 at the Obstetrical Clinic of the 
Maternity Hospital in Bordeaux, France, is reported. 
The review was undertaken in order to evaluate the 
complications occurring in pregnancy and labor and 
the condition of the infants that are born to these 
women. 

The most common complications during pregnancy 
were toxemia of pregnancy, uterine myoma, and 
premature delivery. Labor was impaired by pelvic 
dystocia, placenta previa, abnormal presentations, 
with the breech being the most frequent, and the 
poor quality of labor itself. Because of these conditions 
there were only 35 spontaneous deliveries in the series; 
43 deliveries with low forceps and 19 cesarean sections 
were performed. 

The maternal mortality or morbidity rates were 
not significantly affected. The fetal mortality rate 
isin direct proportion to the age of the mother. Pre- 
maturity, even at term, is frequent, and these pre- 
mature infants do not gain well, remaining mentally 
and physically undeveloped. 

Excellent prenatal care and the judicious use of 
cesarean section when indicated could save more 
babies and prevent undue trauma to the mother and 
child. — Jules E. LeClerc, M.D. 


Chlorpromazine in the Treatment of Eclampsia. M. 
Menon. 7. Obst. Gyn. Brit. Empire, 1956, 
: 847, 


THE AUTHOR presents a preliminary report of the 
treatment of eclampsia by the administration of chlor- 
promazine in combination with promethazine (phen- 
ergan) and phenobarbitone in 28 cases, and in 
combination with diethazine and pethidine (demerol) 
in 50 cases. 

The combination of chlorpromazine, promethazine, 
and phenobarbitone was not satisfactory in the sense 
that the incidence of recurrence of convulsions in the 
severe cases was 38 per cent and the maternal mor- 
tality 7.2 per cent. 

Better results were obtained when chlorpromazine 
was combined with diethazine and pethidine. In the 
mild cases the incidence of recurrence of convulsions 
was nil and in the severe cases it was only 10.2 per 
cent. 

The impressive features observed during treat- 
ment were the absence of pulmonary complications, 
hyperpyrexia, shock and posteclamptic psychosis, and 
the good urinary output. 

Of 50 patients treated by this combination, one 
mother died. Two patients were delivered by cesarean 
section because the convulsions could not be con- 
trolled. The fetal mortality rate for the whole series 
was 25 per cent. —Alan Rubin, M.D. 
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Coarctation of the Aorta and Pregnancy. Pentmt I. 
HALoNneEN, Timo SEPPALA, and SvEN Punsar. Acta med. 
scand., 1956, 156: 85. 


Stenosis of the aortic isthmus, or coarctation of the 
aorta is not frequent. It is enountered in 0.03 to 0.14 
per cent of postmortem examinations and is more 
common in males than females. Pregnancy is con- 
sidered rare in women with this anomaly. Somewhat 
over 100 cases, complicated by pregnancy, have been 
reported in the literature. By the present article with 
its addendum 15 previously unreported cases are 
added. Forty pregnancies have occurred in these 15 
patients. 

The coarctation had been diagnosed and treated 
before gestation in one patient. In three patients the 
diagnosis was made during the first pregnancy. In the 
remaining patients the coarctation was recognized 
only after one or more deliveries or at autopsy. Four 
of the patients had given birth to at least 3 full-term 
children and 5 to 2 children each. A therapeutic 
abortion was done on 1 patient. There were no cases 
of toxemia or maternal deaths due to pregnancy or 
delivery. 

It is usually assumed that gestation poses a great 
risk when there is an associated coarctation of the 
aorta. The mortality rate reported in the literature 
averages about 10 per cent. The danger has been 
ascribed mainly to the increased cardiovascular bur- 
den. Gestation increases the strain on the heart and 
also increases the risk of rupture of the aorta and cere- 
bral blood vessels. During the past few years, with 
the widespread adoption of surgical correction of 
coarctation, the opinion has been expressed that early 
pregnancy does not form a contraindication to opera- 
tion. There is probably no reason to resort to steriliza- 
tion if the coarctation can be treated surgically. The 
possible presence of coarctation should be kept in 
mind when a pregnant woman is found to have an 
elevated blood pressure. — Warren R. Lang, M.D. 


Regional Ileitis Complicating Pregnancy. Burritt B. 
ROHN, Harry YARNIs, and Burton I. Koretitz. 
Gastroenterology, 1956, 31: 615. 


THE AUTHORS report 84 instances of pregnancy in 53 
patients who had or had had regional ileitis. These 
cases were taken from their files which contain over 
600 case records of regional enteritis: The cases were 
classified into four groupings: 

Group I. Previous history of regional ileitis but in- 

active or quiescent at time of pregnancy. 

Group II. Ileitis active at inception of pregnancy. 

Group III. Ileitis beginning during pregnancy. 

Group IV. Ileitis beginning during postpartum 

period. 

Group I consisted of 34 patients who had 45 preg- 
nancies at a time when the ileitis was inactive. In 62 
per cent of these cases the result was successful delivery 
and adequate control of the ileitis, while in 38 per 
cent an acute exacerbation of the ileitis occurred 
during gestation or during the puerperium. It was 
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pointed out that patients with prior surgery seemed 
to do much better with the pregnancy than those who 
had not had a operation. 

Group II consisted of 23 patients who had 30 preg- 
nancies after the onset of ileitis and at the time when 
ileitis was symptomatically in an active phase. Only 4 
of the patients in this group showed aggravation of 
the symptoms during the gravid state, and in 3 of 
the 4 symptoms subsided postpartum. Eighty-seven 
per cent of Group II patients came to term without 
aggravation of the existing intestinal disease. 

Group III consists of only 3 patients in whom the 
onset of ileitis coincided with the pregnancy. The 
only fatality of the entire series occurred in a patient 
in this group. Apparently regional ileitis, beginning 
during pregnancy, constitutes a serious threat to both 
the fetus and the mother. 

Group IV comprised 6 patients, all previously well, 
in whom ileitis appeared for the first time during the 
postpartum period. Only one of the 6 patients eventu- 
ally required surgical intervention for the intestinal 
symptoms. 

Apparently the fecundity of the parent is not af- 
fected; nor is the percentage of stillbirths, miscarriages, 
spontaneous abortion, and cesarean sections out of 
proportion to those occurring in the general popula- 
tion. 

The authors point out that the question of thera- 
peutic abortion is rarely raised in regional ileitis. Un- 
fortunately cases of ileitis have a constant tendency to 
recur and, therefore, the relationship of pregnancy to 
regional ileitis cannot be accurately assessed in a series 
as small as this. 

In discussion of this report, Bargen, of Rochester, 
Minnesota, pointed out that ulcerative colitis gener- 
ally presents a more serious problem in pregnancy 
than does regional ileitis. He emphasizes, however, 
that therapeutic abortion and sterilization are not 
ordinarily justifiable procedures in either of the 
conditions. He thinks it is relatively safe for a patient 
with an ileac stoma to undergo pregnancy. 

— James F. Donnelly, M.D. 


Lipoid Nephrosis and Pregnancy (Néphrose lipoidique 
et sanuiiea). R. Hervé. Rev. fr. gyn. obst., 1956, 51: 
170. 


THE AUTHOR made a study of 7 patients who suf- 
fered an attack of lipoid nephrosis before or during 
pregnancy or during the puerperium. 

From this study the author concludes that this 
kidney affection has little effect on ovarian function- 
ing. Some of his patients menstruated regularly dur- 
ing the attack—when it preceded the pregnant state. 
In only one of the author’s patients could any rela- 
tionship between lipoid nephritis and menstruation 
be assumed. In this instance a period of 8 months of 
amenorrhea occurred during the course of pure 
nephrosis. 

The major problem seems to be that of diagnosis. 
While difficult in the prepregnant period, the com- 
plications introduced by the pregnancy (nephropathy, 
which is a relatively frequent manifestation) often 
render the diagnosis of lipoid nephrosis a matter of 
uncertainty. In the adult, in whom the nephrosis 
is usually associated with manifestations suggesting 
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chronic nephritis, there is present a condition (chroni: 
nephritis) which in itself is capable of producing 
lipidoprotein perturbations identical with those ep. 
countered in nephrosis. Some help may be obtained, 
particularly in the differentiation between nephrosi 


and the nephritis of pregnancy, or even in the rec. ayers on 


lateral ne 


ognition of a component in the guise of toxemi: 
of pregnancy, from the response to treatment. The 
symptoms of nephrosis are not noticeably ameliorated 
by the classically applied treatment methods fo; 
pregnancy nephropathies (restriction of fluids, die; 
low in chlorides), but the patient does seem to ke 
benefited by thyroid and high protein regimes. The 
hormonal disturbances, which are rather common to 
all nephropathies, have not yet been studied su. 
ficiently for evaluation at this time; however, in the 
author’s opinion, they proffer hope for the future, 

With reference to the mutual pathogenetic inter. 
relationships between the pregnancy state and lipoid 
nephrosis, certain factors suggest a determining role 
on the part of the pregnancy. For example, in the 
author’s sixth patient, an instance of nephritic nephro- 
sis diagnosed before pregnancy, the child was carried 
to term under treatment with thyroid and a high 
protein diet, and was delivered alive with a good 
weight (2,990 gm.). Nevertheless, an azotemic ne- 
phritic crisis developed during the puerperium; the 
blood urea rose to 1 gm. 5 days after the delivery 
and was still 0.60 gm. a month later, with analogous 
behavior of the other laboratory findings. The second 
observation also revealed a light aggravation of the 
findings. 

Other considerations, however, favor a mere for- 
tuitous juxtaposition of the two conditions. 

— John W. Brennan, M.D. 


ee Renal Lesions Associated with Pregnancy. 
ILLoUGHBY E, KittrepcE and J. Ropert Craw ey. 
Jj. Am. M. Ass., 1956, 162: 1353. 


IT Is THE OPINION of these authors that the cardiovas- 
cular and gynecourinary systems are the most vulner- 
able to the complications in pregnancy. 

The physiologic dilatation of the upper two-thirds 
of the urinary tract with impairment of drainage and 
stasis with renal pelvic back pressure due to hormonal 
changes in pregnancy is re-emphasized. Acknowledge- 
ment of the mechanical factors at the pelvic brim is 
explained by the dextral rotation of the enlarged 
uterus, the prominence of the right iliac artery, and 
the cushioning effect of the sigmoid colon on the left 
side. 

The physiologic basis outlined above is amplified 
to explain the frequency of pyelonephritis in preg- 
nancy. Cognizance is taken of the marked change in 
the treatment with the advent of chemotherapy and 
the real reduction of the incidence of surgical drain- 
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age or interruption of pregnancy. 

Congenital anomalies of the upper urinary tract 
may be well tolerated during pregnancy according 
to these authors if there is no existing infection. 

Renal ectopia is important because of the potential 
traumatic effect of normal labor on such kidneys. 
They frequently exhibit degrees of a pathologic con- 
dition because of the abnormal form and position. 
Figures are quoted to show that pregnancy can be 


The P; 


App 
STEv 
1957 


OnE 
ened | 


tolerated in their presence although the maternal 
mortality rate and the incidence of abortion and 
cesarean section is greatly increased. 
‘— Women with only one kidney can tolerate preg- 
‘Bnancy if the remaining kidney is normal. It is sug- 
gested that pregnancy should be delayed 18 months 
Bto allow for compensatory hypertrophy when a uni- 
lateral nephrectomy has been done. 

Congenital polycystic renal disease is no contrain- 
dication to pregnancy in the complete absence of in- 
dic; fection or hypertension. When either of these exist 
‘fin moderately severe states, pregnancy is not advised 
Thee should be interrupted if established. 

Renal tuberculosis is generally considered a con- 
traindication to pregnancy. There are some excep- 
the tions in early and mild cases which respond to treat- 
ment, but the risk should be explained to the parents. 
There is no appreciable risk of infection to the fetus. 

Renal cancer is rare during pregnancy because of 
the age group. However, if discovered the kidney 
the § Should be removed if the opposite kidney is normal 
hro. | and no metastases are demonstrable. Continuance of 
the pregnancy is a problem decided by conference 
with the parents and by the prognosis of the mother’s 
ood disease. 

Renal calculi are more common in pregnant women 
the § and the incidence of the onset of symptoms was the 
same in each of the 3 trimesters. This was also true 
of the puerperium. The interruption of pregnancy for 
this indication was rare. 

the Silent stones are often tolerated well during preg- 
nancy if controlled by chemotherapy. Obstruction 
should be relieved by passing catheters into the kid- 
ney. When obstruction symptoms are relieved, then 
definitive treatment can be considered. When the 
stones cause complete obstruction and a catheter can- 
ry. |. not be passed, then surgical removal of the stone is 
Mandatory. 

Elective surgery on the upper urinary tract should 
be delayed until the eighteenth week of pregnancy at 
least and if possible to well beyond the viability of 
the fetus, or approximately the seventh month. For 
women who abort habitually they suggest that 100 
milligrams of progesterone be given daily, but they 
believe this treatment is unnecessary in the cases of 
normal pregnancy. They also are strongly inclined 
to use spinal anesthesia. 

In conclusion, the authors suggest a complete uro- 
logic examination of anyone who has a history of 
renal disease or hypertension and contemplates preg- 
nancy. This examination should include a smear, 
q | Culture, renal function test, and retrograde pyelo- 
graphy. 

They believe that the resort to therapeutic abortion 
must be determined by the extent of the renal disease, 
the general health of the patient, and in border-line 
cases, by the importance of this child to the parents. 
—Robert McNeil, M.D. 


The Problem of Spontaneous Abortion; a Combined 
Approach, Tuprer, FRANK Moya, Lucite C. 
Stewart, R, J. Wem, and J. D. Gray. Am. 7. Obst., 

1957, 73: 313. 


ONE HUNDRED THIRTY-FIVE cases of habitual or threat- 
ened abortion were studied by the following pro- 
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cedures during a 3 day hospital admission: (1) a 
thorough obstetric and gynecologic examination by 
an obstetrician; (2) an interview with a psychiatrist 
and study by a psychologist; (3) certain biologic and 
hormonal tests were carried out by a biochemist; 
(4) all abortus are examined by a pathologist; and 
(5) the group of investigators met every week to discuss 
the problems encountered. 

Their conclusions concerning the presently held 
etiologic theories concerning habitual and spontaneous 
abortions were that exercise and stress are present 
in practically every pregnant woman, and while it 
is possible that they act as a trigger mechanism in an 
unstable situation, the authors do not believe they 
are the basic cause of any particular abortion. They 
also concluded that there is not any evidence to in- 
dicate that abnormal diet played any real part in 
causing these women under study to threaten to abort 
or to abort. 

In looking for structural uterine defects to account 
for abortion, two possibilities were mentioned. One 
was a grossly incompetent internal cervical os in 1 
case, and the other was retroverted uteri, with an 
incidence of 2 to 1 of patients who aborted compared 
with those who did not. 

Using the method of Roe and Keuther, vitamin C 
deficiency did not seem to play an important role 
in initiating abortion, nor was there any evidence of 
vitamin E deficiency in the patients with threatened 
abortion who were studied. 

In studying thyroid deficiency, the conclusion was 
that there did not seem to be real thyroid deficiency 
in the patients with threatened abortion. However, 
when more sensitive procedures for evaluating thyroid 
function are used, the authors admit that there might 
be evidence to indicate that mild states of hypo- 
thyroidism may play a part in the causation of some 
abortions. 

As far as sex hormone deficiency is concerned, 
prognosis is more favorable when all the hormone 
levels are normal and poorest when all are low. On 
the whole, the evidence of deficiency was unclear and 
not fully conclusive. 

In evaluating emotional factors as important causes 
of abortions, the authors believed that premature 
interruption of pregnancy was the outcome of an 
interrelationship of many factors, and that emotional 
and social stresses were important links in the total 
chain of events leading up to an abortion. From a 
combined psychiatric and hormonal study of the small 
group of patients who threatened to abort but did 
not do so, it was concluded that there was a definite 
correlation between emotional and hormonal factors. 
In these cases it was noted that emotional difficulties 
would appear to cause a lowering in the blood levels 
of the sex hormones, which would rise to normal again 
after a psychiatric interview or consultation. Thus it 
would seem that emotional factors seem to affect 
the hormone levels and that psychologic support and 
reassurance would enable some women, threatening 
to abort, to preserve their pregnancies. 

As far as pathologic changes in the ovum are con- 
cerned, definite microscopic changes of a degenerative 
nature appear in the chorionic villi of the majority 
of women who abort. 
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The conclusion of the authors was that they had 
no evidence to support any particular theory of the 
causation of abortion. —AHarry Fields, M.D. 


LABOR AND ITS COMPLICATIONS 


Prolapse of the Umbilical Cord; a Study of 63 Cases. 
G. State and Joun H. RANDALL. Am. 7. 
Obst., 1956, 72: 991. 


THE HIGH FETAL mortality rate associated with pro- 
lapse of the umbilical cord is a particularly important 
subject for consideration. Presentation of the cord is 
defined as that condition in which the umbilical cord 
lies below the presenting fetal part while the mem- 
branes are intact. In contrast, prolapse of the cord is 
that condition in which the cord is alongside of or pre- 
ceding the presenting part with the membranes rup- 
tured. Since 1940 there have been 63 cases of prolapsed 
cords among 15,578 deliveries at the University of 
Iowa; the incidence is 1 in 250 deliveries. This is com- 
pared with a summary of the literature which reveals 
an incidence of 1 in 156 deliveries. 

The etiologic factors of prolapse of the cord are con- 
sistent. Maladaptation of the fetus to the pelvis is con- 
sidered a common factor; this maladaptation may be 
caused by a pelvic tumor, obstetric manipulations, or 
a contracted pelvis. Presentation is a frequent factor in 
prolapse of the cord; the most common presentation 
associated with this condition is the transverse, with 
the breech next, and vertex presentation the least 
likely. The incidence of prolapse in vertex presentation 
is between 0.2 and 0.5 per cent, in the breech between 
4 and 6 per cent, and in the transverse 10 to 14 per cent. 
Prolapse of the cord was noted in 28 per cent of the 
cases of premature delivery which is 4 times the inci- 
dence of premature births. Malposition, malpresenta- 
tion, and maladaptation are all more common in the 
instances of premature birth. Prolapse occurred twice 
as often in the multipara as in the primipara. This is 
due to the fact that the presenting part remains higher 
in the multiparous patient. The instances of prolapse 
of the cord appeared to be equally distributed at all 
degrees of dilatation except at or near full dilatation 
when they were considerably higher. It is of interest to 
note, in view of the current tendency to induce labor, 
that 17 of these patients had artificial rupture of the 
membranes for induction of labor and that 12 had 
rupture of the membranes to improve labor. This ob- 
servation is confirmed by Keettel, who noted that pro- 
lapse of the cord and arm was twice as frequent when 
the membranes were artificially ruptured as when they 
were allowed to rupture spontaneously. The incidence 
of prolapse of the cord in twin pregnancies was con- 
siderably higher than in the overall series. In the cur- 
rent series there appeared to be no particular relation 
between the frequency of prolapse and the length of 
the cord; however, in a report by Mengert and Long- 
well, it was noted that prolapse occurred 6 times as 
frequently as would be expected. 

Perinatal mortality in the instances of prolapse of 
the cord was in the realm of 50 per cent and about 
equal to the incidence in the multiparous and primi- 
parous patient. The mortality rate was highest in 
association with the transverse and lowest with the 
breech presentation. The mortality risk was twice as 


great when the presenting part was not engaged by, 
lower when the cervix was nearly dilated. There wa 
definite correlation between the mortality rate and the 
time of diagnosis, the time of rupture of the membrane, 
and the time interval between the diagnosis and de. 
livery. The longer the three periods, the higher the 
death rate. Among the 63 mothers, 14 per cent had, 
postpartum hemorrhage which may have been due 
the increased number of associated operative proce. 
dures. In spite of prophylactic antibiotics 19 per cen 
had puerperal morbidity. One maternal death on the 
tenth postpartum day was caused by peritonitis and 
bilateral bronchopneumonia. 

In this series the diagnosis was made by the appear. 
ance of the cord at the vulva in 24 cases; by vaginal 
examination in 27 cases; and by changes in the fetal 
heart leading to further examination in 6 cases. 

The treatment at best is unsatisfactory. Close atten. 
tion to the fetal heart action during labor may make 
early diagnosis of prolapse of the cord feasible. When 
the cord is prolapsed the patient should be placed in 
the knee-chest, elevated Sims, or in the Trendelenburg 
position in an effort to reduce compression of the cord. 
Efforts to replace the cord are usually futile. The pre- 
senting part sometimes can be prevented from com- 
pressing the cord by displacement until delivery can be 
accomplished. The mother should receive additional 
oxygen therapy routinely and immediate delivery 
should be planned. Vaginal delivery is preferable and 
should be affected by whatever obstetric means are 
best suited to the individual case. If vaginal delivery is 
not feasible, and if the baby can be delivered alive and 
normal with reasonable certainty, a cesarean section 
should be undertaken. The benefit of the doubt should 
be given to the baby. — James F. Donnelly, M.D. 


Perinatal Infection and Perinatal Death; Clinical 
Aspects. J. A. McCrepie Sait, R. F. JENNISON, and 
F. A. Lancuey. Lancet, Lond., 1956, 2: 903. 


ALTHOUGH THE ROLE of infection in the etiology of 
perinatal death has been disputed, it is the opinion 
of the authors that their experience demonstrates that 
it is important. Two groups of women were studied 
to determine the effect of infection. Presumed infec- 
tion served as the basis for the selection of one group 
(137 patients) when the maternal temperature was 
above 98.6 degrees F. by repeated determination at 
4 hour intervals, or when the fetal heart rate was 160 
or more for over 10 minutes. A control group ((99 
women) consisted of every fifth admission who did 
not exhibit the criteria mentioned prior to delivery. 
The “infected” patients were further divided into 2 
groups by treating alternate patients with strepto- 
mycin and oxytetracycline. Cultures were taken from 
the vagina and placental blood of all patients. Infants 
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who died or were stillborn were examined by gross 
and microscopic means and by culture for evidence 
of infection in all but 2 cases. ; 

In the untreated, “infected” group with pyrexia 
alone, there was an 11 per cent infant mortality rate. 
When pyrexia and fetal tachycardia were both ob- 
served the death rate was 33 per cent. There were no 
deaths among the control deliveries. Puerperal py- 
rexia (over 100.4 degrees F.) was 5 times more fre- 
quent in the untreated group than in the control 
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up. The pathologic organisms cultured from the 
Streptococcus fecalis, nonhemolytic streptococcus, 
and rarely hemolytic streptococcus. Almost twice as 
many of the untreated patients had positive vaginal 
cultures for these bacteria. In the patients who were 
not treated 6 times as many cultures of the placenta 
were positive. 

There was a close correlation between the bacterial 
cultures from the mothers and the infants who died. 
Among the 68 untreated women with infection there 
were 10 infant deaths. Nine times the lung cultures 
were positive; pneumonia was noted in 5 cases; 4 
infants had both positive cultures and pneumonia. 
When the signs of infection were present less than 48 
hours, 4.4 per cent of the infants died; but when the 
period was over 48 hours, 57 per cent of the infants 
died. Antibiotic therapy reduced the rate of infant 
deaths in the latter group to 11.1 per cent. It also 
reduced the incidence of maternal puerperal pyrexia. 
There were 5 infant deaths in the treated group; none 
of these infants had pneumonia; and 3 had positive 
cultures. 

The data appeared to support the presumption 
that maternal infection in the vaginal tract, spreading 
to amnion and placenta, played an important role 
in perinatal infant deaths. Organisms of low patho- 
genicity for the mother appeared to be hazardous for 
the infant. Antibiotic therapy with broad bacterial 
coverage reduces the incidence of potential infection 
and controls bacteria already established within the 
fetus. —George C. Lewis, Fr., M.D. 


Maternal Mortality in Obstetrics from 1869 to 1955 
(Muetterliche Mortalitaet in der Geburtshilfe 1869- 
1955), Schweiz. med. Wschr., 
1956, 86: 1306. 


THE AUTHOR has reviewed all the obstetric cases (about 
121,000) seen in the University Women’s Clinic of Basel 
since 1869, and he includes the cases of gestation of 
over 24 weeks and of fetuses of at least 31 centimeters 
in length. The maternal mortality rate has decreased 
from 9.6 to 1 per 1,000 deliveries in the last 2 years, 
and even to 0.3 per 1,000. 

The causes of death are separated into 3 groups 
(according to Koller): (1) those that are not directly 
connected with pregnancy (acute and chronic medical 
and surgical disease and tumors); (2) those that are 
partly the result of gestation (aggravation of pre- 
existing disease, sequelae of toxemia, and thromboem- 
bolic disease); and (3) those that are due to gestation 
(hemorrhage, genital infections, and postpartum com- 
plications). While all groups have had a decrease in 
the total mortailty, the greatest reduction occurred in 
the third group of obstetric complications. The mor- 
tality rate in group I increased fivefold (from 4 to 19 
per cent), in group 2 from 26 to 44 per cent of all 
maternal deaths, while in the third group the rate was 
cut in half (from 70 to 37 per pre 

While the extragenital causes of death have changed 
comparatively little, obstetric causes have been re- 
duced to about one-sixteenth of the previous rate. In 
detail, the most important causes that are responsible 
for the maternal deaths are included in the follow- 
ing table: 
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1869-1902 1944-1953 
per cent per cent 
Sequelae of toxemia............... 14.5 21 
Shock and anesthesia.............. 5 21 
Thromboembolic disease. .......... 12 


It should be mentioned that the maternal mortality 
decreased sharply and progressively in spite of a much 
higher rate of active obstetric intervention during the 
last 10 to 12 years. In the age of antibiotics, infection 
as a cause of maternal death has been decreased to a 
nearly irreducible minimum, and great advances have 
been made in obstetric management. The greatest 
challenge for the physician at present is toxemia and 
its systemic late manifestations (nephropathia and 
cardiovascular and cerebral involvement), and this 
fact underlines the importance of meticulous prenatal 
care. The second most important problem, in which 
improvement is always possible, is that of anesthetic 
and obstetric shock. —W. D. Bergman, M.D. 


NEWBORN 


Suffocative Goiter in the Newborn. Jacos C. Han- 
DELSMAN and HAROLD Sussman. Ann. Surg., 1957, 145: 
108. 


THE AUTHORS report on a case in which a successful 
thyroidectomy was performed to relieve respiratory 
obstruction in a 6 day old infant with suffocative con- 
genital goiter. They also present a review of 6 cases 
representing the recorded successful American exper- 
ience with partial thyroidectomy for the relief of suf- 
focative congenital goiter. 

Resection of the enlarged gland rather than tracheo- 
tomy or irradiation is the surgical procedure of choice 
for respiratory distress. Comment is made upon the 
technical aspects of the operation. 

The authors emphasize that the reports of goiter in 
the newborn have been appearing in increasing num- 
bers and attribute this increase to the administration 
of thiourea and antithyrotoxic drugs used during preg- 
nancy, which seems to be the principal cause for the 
rising rate of goiter in the newborn. Sporadic cases of 
congenital goiter continue to appear as well. 

The reported cases of suffocation from congenital 
goiter emphasize the hazard presented by this lesion 
and these authors believe prompt surgical interven- 
tion may be life-saving in a child so affected. 

—jJames F. Donnelly, M.D. 


MISCELLANEOUS 


Bacteremia as a Cause of Obstetric ae 2 G 
Dumou.in and G. R. STEED. 7. Obst. Gyn. Brit. Empire, 
1956, 63: 739. 


THE AUTHORS present 2 cases of profound shock as- 
sociated with labor in which a common factor was 
Bacterium coli bacteremia. In the first case the in- 
fection was acquired during surgical induction of 
labor, and in the second as the result of an infected 
blood transfusion. 

It is suggested that, in view of the satisfactory re- 
sponse to vigorous treatment, this rare but dangerous 
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condition should be borne in mind in cases of un- 
explained shock. —Charles Baron, M.D. 


Obstetric Experiences with Listerella Infections 
(Geburtshilfliche Erfahrungen nach Listeriainfektio- 
nen). J. Poret and R. ALex. Geburtsh @ Frauenh., 
1956, 16: 1002. 


LisTERELLOsIs is frequently asymptomatic in preg- 
nancy. There may be unexplained fever in the second 
half of gestation. The diagnosis is confirmed by bac- 
teriologic examination of the urine and by rising 
serum antibody titers. The therapy consists of sul- 
fonamides and antibiotics; in 9 cases (one of listerellal 
meningitis) of serologically confirmed listerellosis the 
gravid women were so treated and healthy babies 
were subsequently born. Pregnant women seem to be 
particularly susceptible to the infection. 

If the disease is suspected in the newborn, the diag- 
nosis may be established by the demonstration of 
gram-positive rods in the meconium. The treatment 
should be started without delay. It is not known if 
transplacental infection occurs. 

— Warren R. Lang, M.D. 


Hypertonic Saline Infusions for the Differential Diag- 
nosis of the Toxemias of Pregnancy. J. Rosert 
J. M. Jr., and T. T. Hayasut. 
Am. 7. Obst., 1957, 73: 30. 


THE DIECKMANN SALT TEST was performed on 213 
pregnant women in an attempt to assess its diagnostic 
accuracy in differentiating the various toxemias of 
pregnancy from each other. On the basis of the test 
alone pre-eclampsia, acute or chronic glomerulone- 
phritis, and essential hypertension with superimposed 
acute toxemia were indistinguishable from each other. 

Each, however, could usually be differentiated from 
uncomplicated hypertension, fluid retention, or nor- 
mal pregnancy; uncomplicated hypertension and 
fluid retention could not be separated by the test alone. 

The test was done on 84 patients with excessive 
weight gain thought to be caused by fluid retention. 


In 31 who subsequently developed the clinical signs 
of pre-eclampsia, the values for sodium concentration 
and total sodium excretion were lower than in those 
in whom the disturbance in water metabolism re. 
mained the only evidence of abnormality during the 
remainder of the pregnancy.—Charles Baron, M.D. 


Eclampsia as a Cause of Maternal and Fetal Death 
(Die Eklampsie als muetterliche und kindliche Tode. 
sursache). H. Puper. Geburtsh. & Frauenh., 1956, 16: 
1013, 


DurING THE PERIOD from 1906 to 1955, 463 cases of 
eclampsia were observed at the Maternity Home of 
Bochum County Hospital. The average of its occur- 
rence varied from 2.9 per cent (1906 to 1913) to 0.6 
per cent (1947 to 1955), with the average being 1 per 
cent during the entire period. The maternal mortality 
rate varied from a high of 22.5 per cent (1914 to 1921) 
to 4.3 per cent (1947 to 1955), and the fetal mortality 
rate from 37.5 per cent (1906 to 1913) to 16.7 per cent 
(1931 to 1938). Eclampsia accounted for approxi- 
mately one-third of all maternal deaths during 1906 
to 1955. In the past 9 years (1947 to 1955) 20 per cent 
of all maternal deaths were due to eclampsia. 

The number of cesarean sections performed for 
eclampsia increased from 13 per cent (1906 to 1955) 
to 27 per cent (1947 to 1955). The total mortality rate 
fell from 13.6 per cent (1906 to 1955) to 4.3 per cent 
(1947 to 1955). During this same period (1947 to 
1955) the mortality rate after cesarean section was 
5.3 per cent. In the past 6 years there has been no 
death from cesarean section. The neonatal mortality 
rate was 31.7 per cent (1906 to 1955) and 27 per cent 
(1947 to 1955). In those cases in which cesarean sec- 
tion was carried out, it was reduced to 5 per cent 
(1947 to 1955). 

The author believes that cesarean section has a 
salutary effect on the maternal and neonatal mortal- 
ity rates in eclampsia. Early cesarean section in com- 
bination with conservative methods (vasodepressor 
drugs) is advocated. — Warren R. Lang, M.D. 
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GENITOURINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


The Techniques Involved in Surgical Removal of 
Pheochromocytoma. GrorceE F. and E. M. 
Papper. 7. Urol., Balt., 1956, 76: 467. 


Tue PROGNOsIS of pheochromocytoma in recent years 
has been profoundly improved with the use of catechol 
blocking agents and norepinephrine replacement in 
the immediate hypotensive period after tumor re- 
moval. A survey of the 207 cases in the literature by 
Graham in 1951 showed 33 deaths in 125 operated 
patients. Apgar, at the same time, found that when 
pheochromocytoma was suspected and the patient 
was operated upon the mortality rate was 24 per 
cent. When surgery was performed for other patho- 
logic changes and the tumor was unsuspected, the mor- 
tality rate was over 50 per cent. Conclusions then 
were made that in the known presence of a pheochro- 
mocytoma removal of this tumor should be accom- 
plished before operation for another condition. 

There has been a considerable reduction in mor- 
tality from operations for pheochromocytoma, and a 
study has been made of 47 patients, treated at Colum- 
bia-Presbyterian Center, to demonstrate the measures 
which have brought about this improvement. In the 
period from 1924 to the present there has been an in- 
crease in the ability to recognize the presence of these 
tumors. The successive advents of varied diagnostic 
measures, such as gas insufflation, provocative and 
blocking agents, and catechol studies, have progres- 
sively increased the frequency of recognition of pheo- 
chromocytoma. At this time, for the establishment of 
a diagnosis, the authors determine whether or not 
there is an excess of catechols in the urine and locate 
the tumor by gas insufflation or some other type 
of x-ray study. 

There are “silent” cases which, despite high cate- 
chol assays, present no clinical symptoms. In 15 “si- 
lent” cases in the series of patients 47 operated upon 
for other conditions without knowledge of the tumor 
presence, 4 died of cardiovascular disturbance, and 
in 2 blood pressure changes and irregularity of heart 
action at operation compelled an exploration for the 
presence of tumors which were removed. It is the opin- 
ion of experienced anesthetists and surgeons that in any 
operative case in which there is a striking deviation 
from the normal in blood pressure or in cardiac action 
with no apparent cause, the possibility of the presence 
of one of these pressor tumors must be considered. If 
the abdomen has been opened, it is feasible to search 
for the tumor in the known locations thereby avoid- 
ing manipulative procedures until a blocking agent 
(regitin) and a sustaining agent (norepinephrine) are 
—" for the management of stability during re- 
moval, 

There is a wide variation in the symptoms caused 
by the effects of excess catechols. In the 47 cases stud- 
ied there were 15 “silent,” 25 paroxysmal hyperten- 
sive, and 9 persistent hypertensive patients. As a rule 
the larger tumors have been associated with a higher 
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secretion of catechols. It is in these instances that the 
patient may be in a precarious condition because of 
the damage done to (a) the cardiovascular system, 
(b) the thyroidal metabolic system, (c) the glycogenic 
metabolism, (d) the fluid and electrolyte balance, and 
(e) the renal function. In preparation for operation 
each patient should be evaluated for these changes 
and prepared with suitable therapy. 

The agents most frequently used to block the effects 
of excess catechols are benzodioxane, diabenamine, 
and regitine. These also are used for diagnosis, and 
each has its merits. Regitine recently has been used 
for preliminary blocking in 5 milligram intramuscular 
doses several times a day. Sustaining agents, such as 
norepinephrine hydrochloride, are on hand for use, 
because all cases present a hypotensive period of vari- 
able degree after cutting off the tumor secretion from 
the circulation. The administration of these agents is 
discussed in detail. 

The anesthetic agents used in this series were varied. 
The greatest danger in anesthetic management is the 
development of anoxia which stimulates secretion of 
the adrenal medulla. Patients tolerate postural changes 
poorly, and anesthesia is induced and maintained in 
the supine position for the transperitoneal approach. 
Cyclopropane and chloroform which sensitize the 
myocardium should not be used, and if excessive quan- 
tities of medullary hormones are released they may 
produce fatal cardiac arrhythmia. 

In the operative approach, except for the first 3 
patients in whom the tumor was reached through the 
flank, a transverse upper transperitoneal abdominal 
incision has been used. This incision enables explora- 
tion of all parts of the abdomen to determine the pre- 
sence of more than one mass. 

There are three main routes of supply of the blood 
vessels to and from the adrenal gland. There is a 
mesial group running to the vena cava and aorta, an 
inferior group going to and from the renal vessels, 
and the superior group which anastomoses with the 
phrenic vessels. The technical details of the different 
approaches to the two retroperitoneal areas are de- 
scribed. When the tumor is not large and is readily 
accessible, ligation of the vessels should and can be 
accomplished without handling the tumor. When the 
tumor is large, it may be difficult to accomplish 
separation and ligation of the vessels without handling 
the mass. For such cases a method of temporary 
tourniquet mass ligation of tissues between the tumor 
and its main blood supply is described. When this is 
complete and the anesthetist has commenced an in- 
fusion of norepinephrine to compensate for the blood 
pressure fall caused by the cessation of adrenal 
catechol secretion into the blood stream, the vessels 
close to the tumor are ligated and the tumor then 
may be handled for separation. 

In the postoperative care the patient is kept in an 
oxygen tent for 24 hours and the blood pressure is 
stabilized at 110 to 120 by continuous norepinephrine 
drip. Recovery of the patients recently has been rapid. 
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There has been 1 death in the 26 most recent cases, 
which indicates a mortality rate of 4 per cent in the 
group in which blocking agents and sustaining cate- 
chols were used. Charts of illustrative cases are 
presented. —Allan K. Swersie, M.D. 


Surgery of the Adrenal Gland (La chirurgie du cortex 
surrénal). JEAN Govaerts. Acta urol. belg., 1956, 24: 
354. 


THE rnpicaTions for adrenalectomy have been in- 
creased in the past few years as the physiology of the 
adrenal glands has become better known. The diag- 
nostic procedures have become more exact and, be- 
cause of the use of cortisone, it is now possible to 
maintain the postoperative patient in good health. 
Total or subtotal adrenalectomy should be consid- 
ered for the treatment of the following five conditions: 

1. The hypersecretion states, either secondary to 
diffuse hyperplasia of the gland or to benign or malig- 
nant tumors of the suprarenal cortex. 

2. The syndromes associated with arterial degnera- 
tion in the diabetic. 

3. Malignant hypertension. 

4. Severe juvenile arteritis. 

5. Metastasis from cancer of the breast. 

The authors of this article report their experience 
with adrenalectomy and describe their method of ap- 
plying substitutive treatment following surgery. 

In the author’s opinion, the treatment of Cushing’s 
and d’Achard-Thiers syndromes is essentially surgical, 
with either the complete or partial removal of the 
adrenal gland. 

They reported 3 cases. Usually up to 90 per cent of 
the gland was removed, but in a certain number of 
cases there was hyperplasia of the remaining adrenal 
tissue. The third reported case in the group was one 
such as this. Thus, a subtotal removal of the gland on 
one side and the removal of the entire gland on the 
opposite side was advised. In the very severe case a 
total bilateral adrenalectomy may well be the opera- 
tion of choice. 

In 1 patient in this series who was operated upon 
the adrenogenital syndrome was found to be due to 
a large tumor of the right adrenal gland. The dis- 
appearance of all signs of virilism occurred the third 
month after adrenalectomy. 

One patient with the d’Achard-Thiers syndrome, 
the so-called ‘“‘diabetes of the bearded lady,’ was 
treated by removal of the right adrenal gland. For 
3 months following the operation, there was marked 
improvement in the condition, but after a slow return 
of the symptoms the patient refused a second inter- 
vention. 

Two patients were operated upon for arterial de- 
generation associated with diabetes. There was 
marked regression of the symptoms after subtotal 
bilateral removal of the adrenal glands. 

The author believes that total bilateral adrenalec- 
tomy should be considered in the cases of malignant 
hypertension due to organic causes, while those of the 
neurogenic type require thoracolumbar sympathec- 
tomy. Nine patients having severe hypertension were 
subjected to total bilateral adrenalectomy. Six of these 
had severe degenerative lesions of the vascular tree, 
associated with cerebral, coronary, as well as severe 


renal arteriolar sclerosis. The 3 other patients suffered 
severe damage to their renal function. However, with 
the elimination of sodium from the diet, these pa- 
tients, too, could be adrenalectomized without com. 
plications. 

In severe arteritis, total adrenalectomy should le 
reserved for young patients in whom the disease js 
progressing rapidly. In 3 patients who were operated 
upon the lesions appeared to be stabilized, but the 
fourth patient died some months later because of cere. 
bral hemorrhage. However, even though the lesions 
may be stabilized, amputation of the extremity may 
still be necessary because of profound ischemia. 

Total bilateral adrenalectomy has been done quite 
frequently for metastasizing cancer of the breast, 
In fact, Sir Stanford Cade has done this operation in 
56 women with appreciable benefit to fully two-thirds 
of them, and in 23 per cent of the patients there was 
a remarkable regression of the symptoms. In general, 
it is the patients that have previously responded to 
castration who best respond to removal of the supra- 
renal gland removal. The author has operated upon 4 
such patients with metastasizing cancer of the breast 
with benefit to 3; the fourth patient has not been fol- 
lowed up long enough to determine the effect of the 
operation. 

Experimental work by Stewart and Rogoff has 
shown removal of five-sixths of the adrenal tissue 
causes death within a few hours. Therefore, substitu- 
tive therapy is indispensable to life (basically a daily 
dose of 25 to 40 mgm. of cortisone, as well as a main- 
tenance dose of DOCA must be maintained). 

Selye has insisted that in all forms of stress, there 
is a discharge of the corticosteroids that must be re- 
placed. Thus, following adrenalectomy not only 
must the normal secretions of the gland be main- 
tained but in times of stress, such as surgery, the hyper- 
secretion of the glands must also be taken into con- 
sideration. In the postoperative period a dose of 25 
mgm. daily is sufficient during the period of stabiliza- 
tion, but with the appearance of hypertension, “ad- 
disonian” crisis, and loss of sodium after operation 
the amount of cortisone must be adjusted. The two 
major postoperative accidents, hypotension and acute 
adrenal insufficiency, are now treated with proper 
substitutive therapy. 

One case of fatal outcome following surgery was 
reported because insufficient doses of corticosteroids 
were given, but today this fatality can well be avoided 
by using larger doses of the drugs. 

With the advent of the present methods of substi- 
tutive therapy it is possible to perform bilateral ad- 
renalectomy and control the adrenalectomized pa- 
tient as readily as it is to manage the diabetic with 
appropriate doses of insulin. 

—Conrad A. Kuehn, M.D. 


Hydronephrosis; Newer Concepts of Treatment. 
Tuomas E, Gisson. 7. Urol., Balt., 1956, 76: 708. 


Tue AUTHOR briefly discusses the following problems 
inherent in the surgical treatment of ureteropelvic 
obstruction: (1) the role of splinting or intubation 
and nephrostomy drainage, and (2) the relative 
merits of intubation ureterotomy versus sutured pelvi- 
ureteroplasty. 
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Fic. 1 (Gibson). Radical ureteropyelectomy combin- 
ing elliptical anastomosis of Nesbit with flap method of 
Foley which ensures a dependent funnel-shaped outlet 
and avoids circumferential scarring. This method is fa- 
vored by Lich, and by Anderson and Hynes. No intuba- 
tion or splinting is used; drainage is provided for by vent 
in pelvis, as advocated by Hamm and Weinberg. Suturing 
is done with 5-0 chromic catgut on atraumatic needles. 


The disadvantages of intubation are enumerated 
as foreign body reactions, with resulting fibrosis, 
infection, and prevention of the possible beneficial 
hydrodynamic effect of the urinary head of pressure 
on the healing ureter. The author believes that the 
use of the splint should be limited to the cases in 
which there is a complete lack of continuity in the 
ureter, necessitating a splint to bridge the defect and 
to those with a marked inflammatory reaction about 
the ureteropelvic junction. 

The author describes the two operations of choice 
which utilize the flap principle of Foley and the 
elliptical approximation principle of Nesbit. The 
postulates of Foley are fulfilled by the wide approxi- 
mation and construction of a dependent funnel- 
shaped outlet. 

The first procedure is that described independently 
by Anderson and Hynes in 1949 and consists of the 
excision of a large portion of redundant pelvis and 
anastomosis of the severed spatulated ureter to the 
inferior portion of the pelvis (Fic. 1). The second 
procedure, independently described by Bischoff in 
1953, involves block excision of redundant pelvis 
without severance of the ureter; a flap anastomosis 
provides dependent drainage (Fic. 2). Neither pro- 
cedure utilizes splinting and urinary diversion. A 
vent in the pelvis provides drainage. 
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Fic. 2. Author’s method of block excision of pelvis with 
flap anastomosis to provide dependent drainage through 
funnel-shaped outlet. This procedure differs from that 
shown in figure 1 only in the fact that the ureter is not 
detached from the kidney. These two alternative pro- 
cedures with elimination of splints and drains are the 
author’s personal choice at the present time for most 
cases requiring pelviureteroplasty. 


An illustrative case of a male patient with bilateral 
ureteropelvic obstruction is presented. In this patient 
both methods of repair were used with good results. 

—Rudolf O. F. Oppenheimer, M.D. 


Renal Tuberculosis-Pregnancy-Pararenal Abscesses. 
F. Franzas. Urologia, Treviso, 1956, 23: 352. 


THE AUTHOR briefly summarizes the literature on the 
subject of pararenal abscess and concludes that parare- 
nal abscesses are most commonly caused by peripheral 
foci of infection, and that tuberculosis and actinomy- 
cosis are rarely found with pararenal abscess. 

A case history is given in which a pararenal abscess 
in a pregnant woman with tuberculosis of the urinary 
tract was treated by chemotherapy (PAS and strepto- 
mycin) and multiple aspiration. Eventually, the for- 
mation of a fistula occurred with relief of the symp- 
toms. The fistula healed spontaneously before the 
termination of pregnancy. Pyelography suggested 
communication between the renal collecting system 
and the abscess. Six months after a normal delivery, 
a nephrectomy was performed and an atrophic kid- 
ney and the associated old abscess area were removed. 
The diagnosis of tuberculosis was made on the basis 
of a positive culture of the urine and aspirate from the 
abscess, as well as on the histologic findings in the sur- 
gical specimen. 
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The author suggests that ureteral obstruction and 
pressure, or trauma to the affected kidney may have 
been responsible for the rupture of the tuberculous 
kidney and the consequent formation of the abscess. 

—Rudolf O. F. Oppenheimer, M.D. 


Unilateral Nephrectomy in Hypertensive Disease. 
Homer W. Situ. 7. Urol., Balt., 1956, 76: 685. 


THis Is AN AUTHORITATIVE discussion with an exten- 
sive bibliography of the present views on this subject. 
The author’s summary is given as follows: 

1. A review of the records from 1937 to 1956 shows 
that 575 unilateral nephrectomies have been per- 
formed on patients who had hypertension with dem- 
onstrated or suspected unilateral impairment of renal 
function. In this group, the blood pressure has been 
reduced to 140/90 mm. Hg. or below for 1 year or 
longer in 26 per cent. This record is accepted as 
demonstrating that unilateral renal disease, amenable 
to surgical correction, can cause either benign or 
accelerated hypertensive disease in man. The record 
is unsatisfactory in two respects: the follow-up period 
on many patients has been less than 1 year, and 
many negative results probably have not been reported. 

2. The true incidence of hypertensive vascular 
disease (elevated diastolic pressure) in man is un- 
known, but the best available records on living sub- 
jects indicate that, averaging the third to seventh 
decade of life, this figure is about 25 per cent. In the 
remaining 75 per cent of the population the diastolic 
pressure remains below 90 throughout life, and may 
tend to decrease with age. 

3. The cause of hypertensive vascular disease re- 
mains unknown. On the present evidence the kidneys 
cannot be indicted: arteriolar disease appears to be 
primary, and the renal circulation and parenchyma, 
as in other organs, suffer secondarily. 

4. The theory of Goldblatt experimental hyper- 
tension is at present in a state of flux and throws no 
certain light on the origin of hypertensive vascular 
disease in man. 

5. Of all patients with diastolic hypertension, prob- 
ably less than 2 per cent are candidates for thera- 
peutic renal surgery. Patients subjected to renal 
surgery for the correction of hypertensive disease 
should have follow-up examinations for a minimum 
period of 1 year, and the diastolic pressure should 
be reduced to or below 90 mm. Hg. (or systolic and 
diastolic pressures to or below 140/90 mm. Hg.) 
before they are classified as cured. 

6. As of this date, renal surgery (generally nephrec- 
tomy), even though limited in applicability, is the 
only demonstrated, apparently permanent cure for 
so-called essential hypertension. 

7. Conventional urologic examination generally is 
indicated in patients with hypertension only when 
strong suspicion is raised by the history, physical 
examination, and routine laboratory examination. 

8. When unilateral renal disease is responsible for 
hypertension, it is to be anticipated that the respon- 
sible kidney will generally be discovered by the care- 
ful and critical application of conventional urologic 
methods. More precise criteria remain to be estab- 
lished, but in the meantime it is urged that in am- 
biguous instances these methods be supplemented by 


the unilateral measurement of the filtration rate, 
the renal plasma flow, and the maximum tubular 
excretory capacity for para-aminohippuric acid 
(Tmpah). 

9. In the present enthusiastic phase the urologist 
may find himself pressed to intervene surgically against 
his better judgment. 

10. The urologist has at his command the only 
known cure for hypertensive disease (however limited 
it may be in applicability to the general hypertensive 
population); and in the face of the widespread, di- 
verse, uncontrolled, and sometimes uncontrollable 
therapeutic experimentation, he is urged to observe 
every conservative measure in its application and 
interpretation. Even in the presence of obvious uni- 
lateral disease, nephrectomy remains an experimental 
procedure and is subject to experimental error. 

— Rudolf O. F. Oppenheimer, M.D. 


Granuloma of the Ureter and Fixed Stone; A Contri- 
bution to Its Etiology (Uretergranulome und fixierte 
Steine; ein Beitrag zur Aetiologie). A. BAUER. Zschr. 
Urol., 1956, 49: 611. 


Stones which have become impacted near natural 
narrowings of the ureteral lumen and have ceased to 
cause symptoms can progressively damage the ureter. 
They may cause inflammation of the ureteral wall, 
periureteritis, and even perforation. If they are re- 
moved after having remained stationary for a long 
time, dense stenoses of the ureter at the site of the 
previous stone may ensue. A further complication of 
a stationary stone in the ureter is the development of 
a granuloma. This has been repeatedly reported in 
the German literature but only infrequently in the 
Anglo-American literature. These granulomas can 
be mistaken for malignant ureteral tumors and may 
lead to the loss of the associated kidney. 

The following case report sheds some light on the 
etiology of granuloma of the ureter. The patient was 
a 40 year old woman who was first seen on June 30, 
1955, because of left-sided colicky pain. At cystoscopy 
both ureteral catheters met with obstruction at a 
height of 20 centimeters. On the right side (which 
was free of symptoms at the time) there was a dilated 
ureter and the tip of the catheter seemed to impinge 
on what appeared to be a ureteral calculus. In addi- 
tion to this there was a cone-shaped irregular shadow 
which was suspicious of a ureteral tumor. On the left 
side there was an impacted ureteral calculus. On the 
twelfth of July the left ureteral calculus was removed 
to free the kidney, and on the ninth of August the 
right kidney was exposed. At the ureteropelvic junc- 
tion a thickening of the ureter was found. This was 
incised longitudinally and a polyp-like structure pro- 
lapsed. This structure had a smooth epithelial cover- 
ing, appeared to be benign, and was therefore excised. 
In the center of this structure was a small calculus. 
The pathologic examination revealed the tumor to 
be a nonspecific granuloma of the ureter. 

Going back into the history it was found that some- 
time ago this patient had had right renal pain that 
was believed to be caused by a calculus which had 
never passed. The right side then had become asymp- 
tomatic. This stone eventually gave rise to the granu- 
loma which, in time, enveloped the entire calculus 
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and became epithelialized, in contrast to most granu- 
lomas which are usually found to be denuded of 
epithelium. 

This case would seem to demonstrate that ureteral 
granulomas can develop in response to chronic ir- 
ritation. —S. Richard Muellner, M.D. 


BLADDER, URETHRA, AND PENIS 


Subtotal Cystectomy for Atonic Bladder. Gdsta 
Jonsson. Acta chir. seand., 1956, 112: 51. 


THE AUTHOR reports 2 cases in which he performed 
subtotal cystectomy for vesical atonicity. He states 
that if the bladder remains overdistended for a pro- 
longed period, the amount of fibrous connective 
tissue increases and either surrounds the normal 
muscle bundles or replaces them. These changes 
result in vesical atony which may be demonstrated 
by cystometry. In such instances the author advises 
partial cystectomy with removal of the superior and 
lateral walls of the bladder. The results of this pro- 
cedure in the 2 cases which the author reports were 
excellent. —Laurence F. Greene, M.D. 


Carcinoma of the Urinary Bladder (Das Blasencar- 
cinom). G. Mayor. Langenbecks Arch. u. Deut. Zschr. 
Chir., 1956, 284: 557. 


Two HUNDRED VESICAL CANCERS were treated in the 
urological clinic of the University of Zurich in Swit- 
zerland, in the period from 1950 to 1955. Since 1950 
the author’s service has been doing total cystectomies; 
also since that year they have been using the radio- 
cobalt treatment, and since 1951 they have been using 
irradiation treatment with the 31 million electron- 
volt betatron (28 patients). 

Although the author’s service has been doing total 
cystectomies, they still regard the partial cystectomy 
as the best surgical therapy of bladder cancer. The 
postoperative mortality is quite small; the operation 
can be-done in all segments of the bladder when the 
diameter of the tumor does not exceed 5 cm. In the 
infiltrative types of tumor the entire thickness of the 
wall of the organ is to be resected following extraperi- 
tonealization of the bladder as far as the trigone. In 
the papillary carcinoma, with little or no infiltration 
and in the malignant papilloma the total resection of 
the bladder is not necessary; however, the extirpation 
(electrocoagulation) of the tumor, or tumors, should 
be followed by the author’s method of radiocobalt 
treatment. This operation has been done 86 times (43 
per cent) in the author’s material. When the tumor 
involves the ureteral ostium, this structure is removed 
with the tumor and ureteroneocystostomy is carried 
out (14 cases). The author does not analyze the re- 
sults in these 16 patients; however, he states that this 
method of treatment has afforded the best results. 

Total cystectomy, except in 1 instance with 5.5 
years’ survival, has resulted in no permanent cures. 
The survival periods with causes of death are as fol- 
lows for the 16 patients so operated upon: death after 
5 days of cardiovascular failure (1 case); death after 
3 months of metastases (2 cases); death after 4 months 
of cerebral metastases (1 case); death after 6 months 
of metastases (4 cases); death after 6 months of bilat- 
eral ascending pyelonephritis (1 case); death after 1 
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year of metastases (3 cases); death after 3 years of 
metastases (2 cases); death after 4 years of heart 
trouble (1 case), and in this patient the local condi- 
tion had healed; survival with good condition after 5 
years and 6 months (1 case). 

The author’s radiocobalt method consists in in- 
serting a catheter with a balloon attached; after in- 
sertion into the bladder the bag of the balloon is 
distended with a radiocobalt solution. With this 
method as many as 12,000 roentgens have been given; 
however, it was necessary to drop down again to 
10,000 roentgens. The author defends his use of cobalt 
against the American method of using radiosodium 
and radiobromine because of the small proportion of 
beta-rays, and the ability to preserve the cobalt and 
use it again and again. It is true that the bag may 
break (2 instances in the author’s material), but the 
absorbed radioactive cobalt is taken up by the liver 
and is easily eliminated by the daily intravenous ad- 
ministration of 2 to 3 mgm. of a nonradioactive salt of 
cobalt. 

Treatment with radiocobalt has resulted in the 
cure of 18 and benefit to 8 among 30 patients with 
malignant papilloma, the cure of 15 and benefit to 13 
of 41 patients with papillary carcinoma, and the cure 
of 2 and benefit to 6 of 26 patients with solid cancer. 

Of course, the results of the treatment described for 
solid carcinoma are not good, but any form of therapy 
now available cannot be regarded as more than pallia- 
tive. It is in these patients, perhaps, that total cystec- 
tomy is justified. Some hope for the future is held out 
for these hopeless instances by the new types of irradi- 
ation therapy (deep x-ray therapy, betatron therapy). 

— John W. Brennan, M.D. 


GENITAL ORGANS 


Injuries to the Male Genitalia. W. C. Hurrman, D. A. 
Cutp, J. S. Greentear, R. H. Frocks, and E. S. 
BRINTNALL. Plastic G@ Reconstr. Surg., 1956, 18: 344. 


Tue Types of injuries that were seen are classified 
as avulsions, burns, and those secondary to circula- 
tory obstruction. The denuded penile shaft is best 
covered by the application of a split-thickness skin 
graft as soon as possible. The usual size of. the graft is 
4 by8 inches. In the early cases fairly thick grafts (from 
.020 to .024 inches) were used; in the infected cases 
the grafts were thinner (.012 to .016 inches). Thus 
far the use of the longitudinal, unbroken suture line 
has not caused chordee, but it is always placed on the 
dorsum of the penis. 

Unless the scrotal loss is complete, the gonads often 
can be covered by the direct approximation of appar- 
ently inadequate tissue. When there is a complete 
loss of the scrotum, an implantation of the testes in 
thigh pockets is carried: out, so that they fall as far 
posteriorly as possible and lie at different levels. In 
the past scrotums have been made from flaps as a 
secondary procedure. The authors have found that 
some of the testes buried in the thigh were fertile, 
while some that have been covered by free graft were 
infertile. They concluded that accidental or active 
trauma had something to do with the loss of fer- 
tility, and that the environmental temperature was not 
the lone factor. 
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They recorded the regional temperatures in 25 
normal adult males and found that deep in the in- 
guinal canal it was 98.34 degrees F. Deep in the thigh 
the temperature was 98.98 degrees F. The tempera- 
tures in the scrotum varied widely with the degree of 
cremasteric activity, but showed an overall average 
of 89.1 degrees F. The temperatures in the super- 
ficial thigh were a little more constant than those 
encountered in the scrotum and averaged 88.53 
degrees F. Both of the patients with fertile testes had 
had implantation just beneath the skin of the thighs. 

The authors have had only one patient who might 
have been submitted to a secondary construction of 
a new scrotum after implantation of the testes in the 
thigh pockets. However, there was no valid indication 
for further surgery. —Robert O. Beadles, M.D. 


Vesiculography in Tumors of the Prostate; Adenomas 
and Carcinomas (La vésiculographie dans les tumeurs 
de la prostate; adénomes et carcinomes). GrusEPPE 
and Livio Borin. Acta urol. belg., 1956, 24: 

97. 


IN ORDER to verify the results obtained by other work- 
ers as well as to perfect their own technique, the au- 
thors made 40 vesiculograms of patients with adenoma, 
carcinoma, and adenocarcinoma of the prostate gland. 
The study was made in cases in which preventative 
vasotomy was done prior to surgery of the prostate 
gland. Through an aseptic field, the vas deferens was 
isolated in the scrotum and suspended by a gauze tape 
which permitted manipulation of the vas without 
trauma. The canal was catheterized with an ordinary 
needle and 3 to 4 c. c. of contrast media were in- 
jected. Then roentgenograms were taken by inclining 
the x-ray tube at a 30 degree craniocaudal angle in 
order to permit dissociation of the overlying organs, 
and obtain better visualization of the morphology of 
the seminal vesicular region. 

The normal anatomy of the ampullae, the seminal 
vesicles, and the ejaculatory ducts vary so much that 
it is difficult to describe the morphology of these 
organs. However, they do show a considerable varia- 
tion between the vesiculogram obtained when ade- 
noma of small, moderate, large, and very large size of 
the prostate gland is present. These changes from the 
normal are usually manifested by either alteration of 
the normal location and displacement of the topo- 
graphical outline or morphological alterations. 

In the cases of small adenomatous enlargement of 
the prostate gland, there is little or no change in the 
vesiculoampullary system, and the morphology and 
topography remain the same. 

When the prostate gland is moderately enlarged, 
there are changes in the morphology and topography 
depending upon the medial and lateral expansion of 
the prostatic lobes. The presence of a prostatic tumor 
exercises a mechanical action upon the seminal vesi- 
cles. Some of the authors’ vesiculograms show the dis- 
appearance of the interampullary angle while the 
ejaculatory canals are partially visible and enlarged 
by stasis and compression. Various other roentgeno- 
graphic changes are also seen—the ampullae are 
moderately ectatic and the vesicles are dilated by stasis. 

When the prostatic adenoma is quite large, the 
changes in the morphology and topography become 


more marked. There is an enlargement of the vesicles 
and ampullae, and an upward displacement, as well as 
an increase in the distance between the ejaculatory 
canals and the vesicle. 

In many of the cases studied, there was a change in 
the vesiculograms due to previous pathological pro- 
cesses, either intrinsic or extrinsic, involving the semi- 
nal vesicles. In fact, these changes cause difficulty in 
interpretation, but because of the asymmetry of the 
vesiculogram, a previous inflammatory process can be 
determined. 

Cancer of the prostate principally produces changes 
involving the topography of the ampullae, the vesi- 
cles, and the ejaculatory ducts with changes in the 
vertical and horizontal axis. In addition, the changes 
are of the intrinsic type, caused by tumoral invasion 
of the seminal vesicles. Other variations of the vesi- 
culogram consist of failure of the seminal vesicles to 
fill with contrast media or escape of the fluid through 
the ejaculatory ducts because they are gaping and in- 
filtrated with tumor. 

The authors have explained that in order to analyze 
the various vesiculograms of the vas deferens, the site 
of origin and the methods of extension of prostatic 
cancer must be considered. Thus, the diffusion of car- 
cinoma of the prostate may be manifested on the 
vesiculogram as it grows toward the seminal vesicles, 
toward the urogenital diaphragm, or toward the 
bladder. However, when the cancer remains within 
the confines of the gland, the vesiculogram has little 
diagnostic value. 

From the study of 40 vesiculograms, the authors 
have concluded that this type of roentgenogram gives 
valuable information as to the male genital system. 
However, in the cases of small prostatic adenoma or 
of small carcinomas of the prostate, still confined to the 
gland, this procedure does not give definite informa- 
tion of diagnostic value. Included are 16 vesiculograms 
showing adenomas, adenocarcinomas, carcinomas, 
and associated pathologic processes involving the 
prostate gland. —Conrad A. Kuehn, M.D. 


or Retropubic Prostatectomy? MonTAGUE 
. Born. 7. Urol., Balt., 1956, 76: 625. 


IN A REviEw of 100 successive cases of suprapubic pro- 
statectomy, the author attempts to show the advan- 
tages of this method. 

Among other advantages this approach spares in- 
jury to vital areas, the postspermatic part of the gland 
is not injured as it is in the perineal prostatectomy; 
the ventral portion of the prostatic urethra is rarely 
disturbed; and unlike retropubic prostatectomy, the 
ventral and lateral walls of the prostatic urethra do 
not require incision. In this approach too, the retro- 
pubic space may be protected by pushing the trans- 
versalis fascia downwards and off the bladder muscle. 

Although it is claimed that ligation, sutures, and 
electrocoagulation provide better control of bleeding 
in retropubic prostatectomy, the use of these measures 
makes infections in the prostatic urethra more apt to 
occur and more serious. Good and prolonged drain- 
age of the bladder and suprapubic wound is a great 
advantage in the suprapubic approach. 

There is no need to hurry patients home. Many have 
cardiovascular and gastrointestinal disturbances which 
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may be evaluated and treated during the postopera- 
tive phase to hasten general convalescence. 

Many detailed phases of operative difficulties and 
technique are discussed. The midline incision is made 
large enough to permit the hand to pass through the 
abdominal wall. The fascia overlying the bladder is 
incised transversely and swept down to the pubis. The 
bladder is emptied through a urethral catheter and 
opened longitudinally, sutures being placed on either 
side of the incision. When there is difficulty in break- 
ing through the prostatic urethra with the tip of the 
finger a large Kelly clamp is used to pierce the lateral 
wall at about one-thirty or two o’clock. Enucleation 
is less difficult if the extent of the part to be removed 
isdetermined beforehand. Difficulty occurs most often 
when the lateral lobes lie alongside of or in front of the 
verumontanum. The floor of the urethra in front of 
the verumontanum and on either side of it should be 
carefully torn through so as not to injure the mucosa 
going to or into the external sphincter. This is best 
accomplished by sweeping the tip of the finger about 
the outside of the apex of the lateral lobes and carry- 
ing it downwards and toward the bladder. 

The author has found it unusual to have trouble- 
some hemorrhage with the use of a Pilcher bag. The 
bag, previously tested for leakage by distention, is 
brought down emptied into the bladder; it is then dis- 
tended and brought down snugly into the vesical ori- 
fice. Closure is accomplished with interrupted chromic 
sutures, inverting of the mucosa, and by leaving space 
for a three-fourths inch diameter Freyer tube. The 
upper bladder is fixed to the abdominal wall by chro- 
mic suture inserted through the abdominal muscul- 
ature and fascia. The abdominal musculature is closed 
with 2 fairly heavy, silver wire, stay sutures. Other 
small details of closure are discussed. 

The day after operation the Freyer tube and Pilcher 
bag are removed and a 20 or 22F Foley catheter is 
pulled into the bladder as the Pilcher bag is with- 
drawn. The tip of a 26F de Pezzer catheter is sutured 
to the tip of the urethral catheter and the head is 
placed 1 or 2 centimeters below the bladder opening. 
The Foley bag is kept undistended for 4 to 6 days un- 
til the de Pezzer catheter is removed. This facilitates 
drainage from the bladder and urethra. 

Only 2 postoperative deaths occurred, both with 
cardiac histories or findings. A preliminary suprapubic 
cystotomy seems indicated in the patients with well 
developed cardiac impairment to provide adequate 
rest from urinary distress and to overcome the circula- 
tory disability. 

_ Bladder spasms were rare but may be severe and 
inadequately controlled by medication. 

Among other complications were 6 cases of acute 
epididymitis. It seems probable that ligation of the 
vas deferens would have reduced the number of this 
complication. There were 2 cases of thrombophlebitis, 
2 of pneumonia, 2 of hernia, and 1 each of apoplexy 
and polyneuritis and a postoperative development of 
carcinoma. In the series of 100 patients there were 3 
with acute prostatic abscesses and 3 with spastic blad- 
ders, all showed improvement in their condition after 
treatment. 

It is difficult to evaluate the effect of prostatectomy 
on the length of life since so much depends on general 
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conditions. Tables are presented which indicate the 
length of survival after operation of 60 patients, and 
the length of survival after operation and before death 
of 40 patients. —Allan K. Swersie, M.D. 


Orchidofunicolysis. Vicror C. Laucuuw. 7. Urol., 
Balt., 1957, 77: 39. 


THE NEW TERM, orchidofunicolysis, derived from or- 
chio (L. orchis) meaning testis, funicle (L. funiculus) a 
slender cord, and lysis, meaning dissolving or detach- 
ment, is applied by the author to a new operative 
technique for treatment of all types of undescended 
testes. Basically, fixation of the testicle in the scrotum 
is not so important a feature as adequate mobiliza- 
tion, lengthening, and redirection of the testicle, its 
cord structures, and its blood supply; when this is 
done properly, the testicle may be placed in the bot- 
tom of the scrotum and will remain there almost 
without fixation. However, some form of simple tem- 
porary fixation is advisable to maintain the desired 
anatomic position and to prevent retraction. 

Two anatomic triangles are important to this new 
procedure; one is Hesselbach’s triangle (bounded by 
the deep epigastric artery superiorly, Poupart’s liga- 
ment on the outer side and below, and the margin of 
the rectus muscle and the conjoined tendon, medially). 
The second triangle is new and is called the spermatic 
surgical triangle; it is bounded medially by the mid- 
line of the body, laterally by the abdominal course of 
the spermatic vessels, and inferiorly by the inguinal 
course of these vessels. Orchidofunicolysis eliminates 
the lateral deviation of the cord and vessels, relieves 
the vessel tortuosity, and allows medial displacement. 
By substitution of the more medial external inguinal 
ring for the more lateral internal ring as a pathway 
for the cord structures from the retroperitoneum to 
the scrotum, the cord length is increased 26 per cent 
because the distance is decreased to the scrotal pouch. 
Postoperatively, the testis is fixed by silk suture trac- 
tion to a mid-thigh, transversely applied adhesive 
band. 

A subcutaneous undescended testis must be differ- 
entiated from an inguinal one. A high inguinal in- 
cision is made 2 to 2.5 centimeters from above 
Poupart’s ligament and carried obliquely upward 
over the inguinal canal from the external ring beyond 
the internal ring; the external oblique aponeurosis is 
incised, the cord is mobilized, and any hernial sac is 
treated appropriately. The conjoined tendon and 
Poupart’s ligament are cleansed and the posterior 
wall of the inguinal canal is opened. The epigastric 
vessels are sufficiently mobilized to allow the testis 
and cord to be passed around and beneath them and 
to be brought out alongside the pubes at the apex of 
Hesselbach’s triangle. If additional length is needed 
higher mobilization above the internal ring is per- 
formed by dividing the light attachments of the sper- 
matic vessels to the iliac fascia, and if necessary, free- 
ing these vessels upward to the abdominal aorta. 
Further freeing can be obtained by freeing the vas 
deferens medially to the seminal vesicle. 

If the testis is in the abdominal cavity, the peri- 
toneum is opened and the testis is freed from the 
posterior peritoneum. Distal coverings of the cord are 
removed down to the testicle so that no later hydrocele 
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may form. A silk suture is attached to the severed 
gubernaculum testis or the tunica albuginea and is 
brought doubled through the lowest point of the 
scrotum and fastened to the adhesive band on the 
thigh. The closure is the same as for the radical repair 
of a direct inguinal hernia. The tension suture and 
adhesive band are removed in 5 to 7 days. 
—David Rosenbloom, M.D. 


A Case of Liposarcoma of the Spermatic Cord (Su di un 
caso di lipo-sarcoma del funicolo spermatico). ATHOs 
ANGELI. Arch. ital. chir., 1956, 81: 427. 


The author’s 71 year old patient had had a cyst of the 
spermatic cord removed when he was 26 years of age; 
when he was 37 years old he suffered an attack of ma- 
laria, and when 60 years old he underwent a herniot- 
omy on the right side. 

The first signs of the liposarcoma were observed a 
little more than a year before he presented himself to 
the author. At first there was a simple, symptomless in- 
crease in size of the right hemiscrotum which was slow 
and progressive until the organ was the size of a lemon 
and began to produce symptoms of weight and inter- 
fere with walking. The mass also began to increase 
rapidly in size, which alarmed the patient and 
brought him to the surgeon. 

The differential diagnosis from an inflammatory 
process was supported by the fact that there was no 
local increase in the skin temperature and no redden- 
ing of the skin. Differentiation from hydrocele, cyst, 
and hematocele was based on the fact that transillumi- 
nation and puncture were diagnostically negative, 
while that from recurrence of the hernia was based on 
the fact that there was no pain or pressure, no impulse 
on coughing, and no bowel symptoms. 

The mass was exposed under local anesthesia. Nu- 
merous rather firm adhesions were freed and the testi- 
cle, vaginal sac, and the cord as far as the internal 
inguinal ring were removed. The inguinal canal was 
repaired and the operative wound closed. Healing 
was without incident. Three years later the patient 
was in excellent health and without evidence of recur- 
rence or metastasis. 

The histologic aspect of the tumor presented, in 
general, the characteristics of a lipoma, but signs of 
tumultuous proliferation with abundant immature and 
atypical elements were found. The removed testicle, 
which had responded to pressure with normal pain, 
proved to be normal on histological examination. 

In the author’s opinion these findings are charac- 
teristic of these tumors—that is, their clinical course 
which is apparently benign is associated with the his- 
tological picture of a malignant condition. 

— John W. Brennan, M.D. 


The Problem of the Retained Testis (Zum Problem; 
Retentio testium). Gerp BoLi. Yschr. Urol., 1956, 
49: 582. 


CryYPTORCHIDISM is found in 2 to2.5 percent of 10 to12 
year old boys but occurs only in 0.2 to 0.6 per cent of 
18 to 20 year old youths. Puberty, therefore, can be 
credited with favoring spontaneous descent of the 
testes. The best age for the operative correction of 
cryptorchidism would appear to be the ninth or tenth 
year. The operation, in any case, must be undertaken 


before puberty is complete. The testis increases in size 
after the tenth year, and for this reason replacement of 
the testis in the scrotum at this time is advantageous, 
Moreover, the retained testis is subject to torsion, 
thrombosis of the venous plexus, and malignant de. 
generation. 

As far as the technique of orchiopexy is concerned, 
the author disagrees with Winterstein, who favors 
blind dissection deep retroperitoneally all the way to 
the seminal vesicles. Boll thinks that such a procedure 
can lead to tearing of the vessels deep in the pelvis and, 
thus, to serious complications from hemorrhage. To 
obtain additional length, he favors blunt dissection 
from the internal abdominal ring downward medially 
and anteriorly behind the inferior epigastric vessels 
with gentle deflection of the peritoneum. When the 
pubic tubercle is felt, an incision is made over the tip 
of the finger and the opening is enlarged. The testis 
can then be pulled through this new opening, medially 
to the inferior epigastric vessels. This direct route into 
the scrotum can give 1.5 cm. of extra length which is 
adequate to replace the testis in the scrotum without 
tension. —S. Richard Muellner, M.D. 


Tumors of the Testicle. R. J. M. Wuirte. Brit. 7. 
Radiol., 1957, 30: 7. 


A REvIEw of a series of 140 cases of testicular tumors 
between 1932 to 1951, in which simple orchiectomy 
was performed in 135 and no operation was done in 
8, permits a critical analysis of the use of radiotherapy 
for neoplasms of the testes. A simple classification of 
seminoma (79 cases), teratoma (50 cases), and un- 
classified tumor (14 cases) permits a less confused in- 
terpretation of the investigation. 

While the seminoma, like its parent structure the 
seminal epithelium, is extremely sensitive to radio- 
therapy, the teratoma is not. The peak incidence of 
occurrence of the seminoma is between the age of 35 
to 44, and that of teratoma in this series is 25 to 34 
years. 

The slowly growing lesion undergoes a progressive 
painless enlargement in most cases, but occasionally 
the initial symptom is sudden pain due perhaps to 
sudden hemorrhage. 

The controversy which rages over the high inci- 
dence of cancer in the ectopic testis is not supported 
by this study. Enlargement of the breast associated 
with testicular neoplasia is of little or no significance 
in relation to the prognosis. Bilateral testicular in- 
volvement in 1.5 per cent would suggest careful ex- 
amination of the contralateral testis. 

The following three stages of the disease were sub- 
jected to radiotherapy: (1) restricted to the testicle, 
(2) metastases to the abdomen, and (3) extra-abdom- 
inal metastases. In stage 1 the field should include 
the ipsilateral external iliac lymph nodes. Survival 
rates for patients with stage 1 seminomas or teratomas 
are 87 and 66 per cent respectively. The differences 
in the survival rates of the patients with stage 2 dis- 
ease are significant. Sixty-four per cent of the pa- 
tients with seminomas survived 3 years, while only 1 
of 8 of those with teratomas lived 36 months. 

The use of postoperative radiotherapy probably 
has doubled the survival rate of the patients with stage 
1 teratoma, provided the therapy was utilized early 
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in the disease. Surgery alone, including radical orchi- 
ectomy for teratoma, fails to increase the survival 
rates. Unlike the favorable response to treatment, of 
disease confined to the lymphatic system, seminoma 
in the pulmonary or mediastinal areas fails to respond 
to therapy. 

Three methods of therapy have been employed. 
Three loin fields with a dose of 2,000 to 2,500 roent- 
gens were used up to 1945. Of 22 patients with sem- 
inomas who had this treatment 18 have survived. In 
the second method the retroperitoneal nodes were 
irradiated by opposing anterior and postepigastric 
fields, while opposing ipsilateral fields were keyed on 
below. Between 2,000 to 2,500 roentgens were admini- 
stered to 14 patients with seminoma and of these 12 
have survived. 

In 1948 a third method was employed. Four fields 
—two anterior and two posterior—were obliquely 
directed to the para-aortic region. An average tumor 
dose of 3,000 roentgens was achieved. The 10 patients 
with seminomas thus treated have survived. The com- 
plications of radiotherapy include early pulmonary 
embolism, late mesenteric thrombosis, renal damage 
such as malignant hypertension, and finally sterility. 

—Peter L. Scardino, M.D. 


Reticulosarcomas of the Testicle (I reticolo-sarcomi del 
testicolo). A. Attrer1. Riforma med., 1956, 70: 1241. 


THE AUTHOR’S PATIENT was a 35 year old man, the 
father of 2 children. Three months previously he had 
noticed a progressive enlargement of the right testicle 
with mild local pain radiating along the inguinal canal, 
and a sense of weight in the scrotal region. 

At examination the mass in the scrotum was found 
to be slightly movable, firm, painful to palpation, and 
covered with smooth, edematous, reddened skin. The 
left testicle appeared normal. There was no roent- 
genologic evidence of metastasis. 

At operation the mass (the size of a hen’s egg), 
consisting of the right testicle and tumor, was re- 
moved with the spermatic cord and some enlarged 
lymph nodes in the right inguinal region. 

Eight months later the patient showed evidence of 
metastases in the left testicle, in the left inguinal re- 
oq and in the remaining lymph nodes on the right 
side. 

In the histological study of the removed specimen 
the author found only inflammatory changes in the 
removed lymph nodes. The tissues of the epididymis 
were almost completely replaced by a compact mass 
of pearly white color and firm consistency with rich 
vascular components. Histologically the epididymis 
was enclosed in a capsule of collagenous tissue with 
occasional fibrocytes and numerous inflammatory cells 
of lymphocytic plasmatic type. The tumor consisted 
ofa rich cellular mass intermingled with remains of the 
tubular seminiferous system. With ordinary staining 
methods the stroma appeared more or less amorphous, 
made up of fine granular connective tissue with oc- 
casional collagen fibers. 

The parenchymal component of the neoplasm con- 
sisted of rounded, oval, and triangular elements with 
rather short, fine prolongations of cytoplasm, often 
finely granular or vacuolated. Nearly all of these cells 
were mononucleated with rounded, oval or reniform 
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nuclei in conformity with the general form of the cell 
itself. In the smaller rounded and oval forms the chro- 
matin was dense and the nuclear membrane thickened; 
in the larger reniform nuclei the chromatin was dis- 
posed in fine granules. One or two pale acidophilic 
nucleoli were also present. 

The silver impregnation method showed a dense 
network of elastic fibers which was particularly dense 
about the blood vessels. The tumor cells rested directly 
on the argentophil network or were closely related to 
it by protoplasmic prolongations. All findings indi- 
cated a phagocytic activity on the part of the neoplasm, 
and corroborated the diagnosis of reticulosarcoma 
according to de Gaetani’s classification. 

Only a few case reports of reticuloendothelial tu- 
mors involving the testicle are found in the medical 
literature. — John W. Brennan, M.D. 


MISCELLANEOUS 


A Technique for ae ag (Une technique de 
plastie “‘sur mesure” du bassinet dans les pyélectasies 
avec ou sans sténose de la jonction pyélo-uréterale). 
E. Macoer. 7. urol. méd., Par., 1956, 62: 448. 


THE AUTHOR describes a technique for the surgical re- 
lief of pyelectasis at the ureteropelvic junction. The de- 
scribed operation has the advantage of simplicity and 
can be used in all cases of pyelectasia causing pelvic 
urinary retention, with or without stenosis at the ure- 
teropelvic junction. Two mechanisms for the develop- 
ment of hydronephrosis are described, the mechanical 
one, due to or associated with vessels at the uretero- 
pelvic junction, as well as fibrous bands, either inflam- 
matory or cicatricial. Intrinsic narrowing of the cali- 
ber of the pelviureteral junction, either congenital or 
acquired, which produces partial stenosis may also 
cause ureteropelvic obstruction. 

Dynamic occlusion at the pelviureteral junction can 
be due to congenital partial occlusion and cause reten- 
tion of the urine, which increases and finally will “draw 
up” the opening of the ureter toward the upper por- 
tion of the pelvis so that faulty drainage will finally re- 
sult in progressive pyelectasia and hydronephrosis. 

The technique of the operation is to expose the lower 
pole of the kidney and angulate it outward so as to in- 
crease the ureteropelvic angle. This area is carefully 
cleansed of extraneous tissue so that the lower dilated 
portion of the pelvis is entirely free. The lower portion 
of the pelvis is opened along its inferior border. The 
ureteropelvic junction and the adjacent ureter is ex- 
plored to determine its caliber and its potency. A 
nephrostomy tube is then placed carefully into the pel- 
vis, care being taken not to place the catheter into a 
calyx. A drainage tube is then passed along the side of 
the nephrostomy tube and inserted into the ureter and 
the bladder. 

When the plastic procedure is limited to the pelvis, 
the incision along the inferior border is extended along 
the adjacent portion of the ureter for 10 to 12 mm. or, 
if a stricture of this portion of the ureter is encountered, 
the incision should be extended to the point the ureter 
becomes of larger caliber. It may then be necessary to 
resect the anterior and posterior wall of the pelvis to 
reduce the size of the distended portion and to form a 
better ureteropelvic angle. Following this procedure, 
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the ureter is approximated over the splinting tube, 
starting at the bottom of the incision and working up- 
ward until the ureter is closed over the tube, and the 
inferior border of the pelvis, too, is completely ap- 
proximated without tension or without laxity. 

The author pointed out that the advantage of his 
method is that the new pelvis is formed by removing 
excessive pelvic tissue to make a perfect anastamosis be- 
tween the pelvis and ureter, much the same as a tailor 
removes a fold in a piece of cloth. 

It may be necessary to extend the incision upon the 
anterior surface of the pelvis to correct an inequality 
between the anterior and posterior portions of the pel- 
vis; when this is done the incision is simply sutured, 
after the adjustment is made in the form of a T. If the 
caliber of the ureter at the ureteropelvic junction is not 
large enough it can readily be enlarged by the simple 
means of a transverse suture of the longitudinal inci- 
sion at the ureteropelvic junction. 

This procedure has been applied to 18 patients. Ten 
of the plastic operations were done for uncomplicated 
dilatation of the pelvis, 6 in women and 4 in men. One 
operation was done for pyelectasia with ureteral steno- 
sis extending 2 cm. below the pelviureteral junction. 
Seven operations were done, 3 in women and 4 in 
men, to relieve pelvic obstruction at the ureteropelvic 
junction. The clinical symptoms causing the examina- 
tion were lumbar pain in 17 cases, cystitis or pyuria in 
6, fever in 3, and hematuria in 2 cases. 

The reported results of this technique, along with 
the illustrative pyelograms, show excellent results from 
this procedure. Seventeen of the patients had relief of 
pain, and in this group there was a perfect passage of 
the dye through the ureteropelvic junction, giving ana- 
tomic pictures of the operative site. There was also an 
immediate closing of the nephrostomy opening, which 
signified perfect drainage of the pelvis. In all but 2 of 
the cases, there was diminution in the size of the pelvis. 
The one unfavorable result occurred in a mental pa- 
tient who had an excellent result as to the reduction in 
the size of the pelvis, but he still complained of pain. 
In one patient there was a truly remarkable increase 
in the renal function following operation. The other 
symptoms, i.e., fever, cystitis, and hematuria, ceased, 
with the exception of hematuria in one patient, which 
ceased in 5 years without being explained. In 2 pa- 
tients pyuria persisted. These 2 patients had lithiasis 
and the infection was resistant to the antibiotics. In 
one of these cases, there was an increasing deficit in 
excretory function, and in the other, the pyuria per- 
sisted after sterilization of the urine with pelvic lavages 
with silver nitrate. It was thought that the patient may 
have had an unrecognized tuberculosis associated with 
congenital pyelectasia, and therefore, guinea pig in- 
noculations of the urine were started. 

—Conrad A. Kuehn, M.D. 


The Use of the Intestine in Urology; Omitting 
Ureterocolic Anastomosis. CHARLES A. WELLS. Brit. 
J. Urol., 1956, 28: 335. 


THIs REPORT summarizes the experience of the mem- 
bers of the British Association of Urological Surgeons 
in the use of the intestine in urology. Members con- 
tributed information on 395 patients; however, about 
20 of these were omitted from the analysis because 


the data were received too late for inclusion. The 
records of 212 patients subjected to ileal ureterostomy 
were analyzed. The common indications for this pro- 
cedure were carcinoma of the bladder, contracted 
bladder, congenital deformity with incontinence, and 
vesicovaginal fistulas. 

An analysis of the types of ureteroileal anastomoses 
was made. On the basis of pyelographic evidence 
obtained during the 6 month follow-up examination, 
it was believed that of 72 kidneys in patients who had 
a mucosa-to-mucosa anastomosis, only 2 showed 
evidence of deterioration of their renal status. On the 
other hand, 6 of 36 patients subjected to techniques 
other than mucosa-to-mucosa anastomosis had pyelo- 
graphic evidence of deterioration 6 months or longer 
after surgery. These findings led the authors to favor 
the mucosa-to-mucosa technique for ureteroileal 
anastomosis. 

The incidence of pyelonephritis in the patients 
leaving the hospital was only approximately 7 per 
cent. The blood chemistry findings were essentially 
unchanged by ileal ureterostomy. The principal 
disturbing finding in the evaluation of the results is 
the overall mortality rate of approximately 25 per 
cent. The mortality rate in the cases of cystectomy 
for carcinoma of the bladder was approximately 30 
per cent. Among the patients who had ileal ureteros- 
tomies performed for benign lesions, the mortality 
rate was less than 10 per cent. The incidence of com- 
plications was high; approximately 58 per cent of 
the patients experienced one or more of the common 
complications, such as ileus, urinary fistula, peritoni- 
tis, mechanical intestinal obstruction, or evisceration. 
The authors state that ileus with or without obstruc- 
tion was the main cause of death in this series. 

A partial replacement of the ureter with ileum was 
performed in 52 patients, and total replacement of 
the ureter was carried out in 4, with an overall mor- 
tality rate of about 7 per cent. Twenty-seven of the 
56 patients so treated had a tuberculous contracture 
of the bladder; 10 had ureteral damage; and 5 each 
had either a tumor of the ureter or ureteral vaginal 
fistula. Evaluation of the pyelographic findings at 6 
months after operation, in the few cases in which this 
was possible, again suggested that the mucosa-to- 
mucosa technique of anastomosis produced results 
superior to those obtained with other techniques. 
Analysis of the blood chemistries suggested that urea 
and chloride alone were reabsorbed from the ileum 
in measurable, but small quantities. 

Ileocystoplasty was performed 55 times, the blind- 
loop technique being employed 47 times, and the 
sheet-graft technique 8 times. The primary indica- 
tions for this procedure were tuberculous contracture 
of the bladder in 23 patients, nontuberculous cystitis 
in 22, and Hunner’s ulcer in 7. The mortality rate 
was approximately 7 per cent. In 5 of the patients 
a return of symptoms necessitated a subsequent 
ureterocolic anastomosis. In one instance, reanasto- 
mosis between the bladder and the loop was carried 
out. The clinical assessment of the patients revealed 
that with the ileal sheet graft, 6 of 8 patients were 
believed to have an excellent result. With the ileal 
loop, 18 of 31 patients were believed to have an excel- 
lent to very good result. 
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The authors state that accumulation of mucus fol- 
lowing ileocystoplasty was reported as a troublesome 
factor by only one contributor to this series. 

— John T. Grayhack, M.D. 


The Use of the Ileum in Urology. L. N. Pyran. Brit. 
J. Urol., 1956, 28: 363. 


THE PHYSIOLOGY of the ileum is such that a segment 
can be isolated without compromusing its blood and 
nerve supply. This basic scientific fact permits the 
use of a portion of the ileum in diversionary urinary 
tract procedures and also in reconstructive urologic 
surgery. 

Partial to the closed loop ileocystoplasty, the author 
has used this technique to increase the bladder capacity 
in patients with a conracted bladder due to tuberculous 
and nontuberculous causes. The length of the loop 
should vary with the severity of the contracture, but 
in any case it should permit a total capacity of 400 
milliliters. The anastomotic opening between the blad- 
der and the ileal loops should be as wide as the con- 
tracted bladder itself. 

The cases selected for this procedure are those of 
such chronicity that no doubt exists regarding the 
permanency of the contracture. When used for the 
treatment of Hunner’s ulcer, the results thus far ob- 
tained have not been encouraging, perhaps because 
the sensitivity of the bladder remains after the ileo- 
cystoplasty. A nearly total cystectomy before the ileal 
loop is added might produce better results. It is in- 
teresting that the presence of urine in the ileum fails 
to produce appreciable electrolyte changes. 

The ureter irreparably damaged by injury, tumor, 
or disease can be successfully replaced by a section 
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of ileum as a ureteroileoureterostomy, a ureteroileo- 
cystectomy, or the bladder can be replaced by a 
diversional ileal bladder or ileoureterostomy. In con- 
trast to the disastrous electrolyte abnormalities which 
occur almost uniformly following ureterocolic anasto- 
mosis, such changes are insignificant when the ureters 
are placed in an ileal segment brought out to the 
skin. 

In cases of spina bifida associated with urinary 
and anal sphincter flaccidity, paraplegia, pelvic ex- 
enteration, vesicovaginal fistula, and exstrophic blad- 
der, the formation of an ileal bladder is perhaps the 
procedure of choice. 

The successful use of the ileal segment in more 
orthodox procedures has permitted the author to at- 
tempt the use of such a segment to construct a com- 
plete new bladder which drains through the urethra. 
Following total cystectomy, which may or may not 
include total prostatectomy, a satisfactory length of 
ileum can be prepared and joined anastomotically to 
the urethra, or by a direct mucosa-to-mucosa tech- 
nique to the ends of the ileal loop. 

A detailed discussion of the poor results of ureter- 
ocolic anastomosis suggests that recent knowledge of 
the mechanism of hyperchloremic acidosis and shifts 
in potassium metabolism permit reasonably safe post- 
operative management in those cases in which ureter- 
ocolic anastomosis is the procedure of choice. 

In those patients who cannot tolerate the more 
serious ileal ureterostomy, the author suggests an 
alternative method for diverting the urinary stream, 
the rectosigmoid bladder with a terminal colostomy. 
The author has used this procedure very successfully. 

—Peter L. Scardino, M.D. 
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CONDITIONS OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Primary Reticulum Cell Sarcoma of the Bone. Ros- 
ERT SCHOBINGER VON SCHOWINGEN. Am: 7. Surg., 
1957, 93: 41. 


THE AUTHOR presents a case of primary reticulum cell 
sarcoma of bone and discusses the disease from a diag- 
nostic, pathologic, and therapeutic standpoint. A 
total of 154 cases of this disease have been found in a 
survey of the available world literature. 

The following criteria should be present to justify 
the diagnosis of this disease: (1) the primary focus 
should originate in a single bone; (2) the malignant 
character of the lesion must be established by a 
biopsy specimen taken from the bone itself; (3) the 
pattern should be histologically similar to reticulum 
cell sarcoma arising in other tissues; (4) a long natural 
history of the disease should exist, during which time 

general symptoms such as debility, loss of weight, and 

the like are rarely observed; (5) metastatic lesions 
should be strictly limited to the regional lymph nodes, 
or their appearance should follow the primary lesion 
by not less than 6 months; and (6) the neoplasm 
should be highly radiosensitive. 

The disease occurs most frequently in the fourth 
decade of life and men are affected twice as often as 
women. The symptoms are usually present for many 
months, the most frequent being local swelling, pain, 
disability, and clinical evidence of nerve involvement. 
The amount of disability may be extreme and patho- 
logic fracture often occurs. Predilection is for the 
lower extremities and pelvic girdle, upper extremities 
and shoulder girdle, and the vertebrae and head in 
that order of frequency. Metastases are usually to the 
regional lymph nodes. 

Radiologically, the neoplasm is usually a destruc- 
tive, osteolytic lesion arising in the medullary cavity, 
with a possible cortical destruction. Peripheral arteri- 
ography is of considerable aid in obtaining a diagnosis 
of this lesion. Roentgenograms should be taken during 
both the arterial and venous phases. The vascular pat- 
tern of malignant neoplasms shows tortuous arteries 
of irregular caliber. Often there is an abnormal dis- 
tribution. Capillaries within the tumor are abundant 
and there may be puddles of dye present. Arterio- 
venous fistulas may be seen in the neoplasm. The 
pattern is not, however, always present in bone 
neoplasms. Adequate biopsy is always necessary for 
diagnosis. 

The gross tumor is usually pinkish-white, soft, and 
friable and areas of necrosis may be present in it. The 
epiphysodiaphysial junction is the site of predilec- 
tion. New bone formation may be found. Microscopi- 
cally, the characteristic cell type is the reticulum cell 
which is found in such tumors in other locations. 

Radical excision, amputation, radiotherapy, and 
the use of Coley’s toxin are the main methods of ther- 
apy. Radiation alone, or surgery followed by irradia- 
tion of the regional lymph nodes are the most popular 
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methods of treatment. The metastatic lesions are best 
treated with irradiation. 

The survival rate tends to be good, with the 5 year 
survival rate being 35.7 to 47.6 per cent. Metastases 
may occur late in some cases. 

— Donald C. Geist, M.D. 


Tuberculoma of Striated Muscle. Evan Gnrirritus, 
J. Bone Surg., 1956, 38-B: 855. ; 


PRIMARY HEMATOGENOUS TUBERCULOSIS of muscle is 
rare, apparently only 96 authentic cases having been 
reported previously. In the author’s case, the ninety- 
seventh, the lesion was in the right rectus femoris 
muscle of a 44 year old woman. It had been growing 
slowly for 12 months. The patient was otherwise 
asymptomatic. 

Except for urinary findings of chronic nephritis, 
the laboratory and roentgenographic tests were nor- 
mal. 

With a provisional diagnosis of fibrosarcoma, the 
lesion was excised and its true nature established in 
the pathologic laboratory. 

A review of the various hypotheses which attempt 
to explain the rarity of primary tuberculous infection 
of muscles suggests that products of muscle metabo- 
lism are important in giving this tissue a resistance to 
infection. 

The disease is unusually insidious, without consti- 
tutional symptoms in the absence of other lesions, 
and the diagnosis is difficult. Excision of the lesion 
with general antituberculous therapy is the treatment 
of choice. —Charles T. Ryder, M.D. 


Recurrent Luxations of the Shoulder; Critical Study 
and Therapeutic Procedures (Luxations récidivantes 
de lépaule; étude critique et procédés thérapeutiques). 
FERNAND Masmonteit and Yves-Gérarp_ ILLovz. 
Sem. hép. Paris, Ann. chir., 1956, 32: 1111. 


A stupy of the literature shows that, although some 
writers claim their methods of treatment of recurring 
luxation at the shoulder to have had no subsequent 
recurrence, one can assume some recurrences occur 
whatever method is used. The authors believe that 
one weakness of any method lies in the fact that the 
surgeon has persisted in too rigid standardization of 
therapy, and has tried to apply his method to every 
case of recurring dislocation. 

The authors apply their own method only in in- 
stances of hatchet shaped, or other severe deform- 
ities of the humeral head. Their operation consists of 
creating a massive anterior abutment (arthroereisis). 
A tunnel is created with a pointed osteotome in the 
anterior border of the glenoid cavity. A bone graft 
from the tibia, 4 cm. long and 1 cm. in width, is 
inserted in the tunnel in such a manner that 1 cm. 
of the bone graft protrudes (Fig. 1). 

The exposure of the shoulder joint is similar to that 
described by Nicola (Am. 7. Surg., 1953, 86: 85). In 
the cases in which the capsule and labrum glenoidale 
are detached from the anterior border of the glenoid 
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cavity with no other lesion than dilatation of the 
capsule, the capsule and labrum are reattached to 
the glenoid border by means of Delitala staples. Plica- 
tion of the capsule is done when necessary. The cut 
tendons of the short head of the biceps and coraco- 
brachial muscles are sutured to the tendon of the sub- 
scapular muscle. The border of the deltoid muscle is 
sutured to the pectoralis major. 

When there is a depression or groove (Broca) on the 
head of the humerus, resulting from pressure of the 
edge of the glenoid on the humeral head and tending to 
hinder reposition and to favor recurrence of the luxa- 
tion, the distal lip of this groove is chiseled flat. This 
loosens a portion of the insertion of the external 
rotators of the shoulder joint and facilitates plication of 
the capsule and myoplasty of the subscapular muscle. 

In some instances the two mentioned interventions 
(fixation of the labrum glenoidale; elimination of the 
depression in the caput humeri with elongation of 
the external rotators) are combined with plication of 
the capsule and subscapular myoplasty. 

Finally, there are instances with severe (hatchet- 
shaped) deformity of the humeral head in which the 
Masmonteil-Illouz operation is carried out. 

The authors offer the hypothesis that brutal reduc- 
tion maneuvers, such as that of Kocher, done with- 
out anesthesia, may be the cause of certain recurrent 
luxations. — John W. Brennan, M.D. 


The Etiology of Congenital Ulnar Deviation of the 
Fingers at the Metacarpophalangeal Joints (Zur 
Aetiologie der angeborenen, ulnaren Deviation der 
Finger in the Grundgelenken). ALBERT Gos. Zschr. 
Orthop., 1956, 88: 219. 


THE AUTHOR reviews the literature and describes one 
typical case of congenital ulnar deviation of the fingers 
at the metacarpophalangeal joints. In this patient 
the deformity was noted at birth and became worse 
in later life. It consisted of ulnar deviation and flexion 
contracture of the second, third, fourth, and fifth fin- 
gers at the metacarpophalangeal joints of both hands. 
The hand was held in dorsiflexion and the meta- 
carpals were in slight radial deviation. The thumb 
was adducted and the skin of the palm of the hand 
was contracted. The right hand was more severely in- 
volved than the left. 

Since the deformity was disabling to the patient, 
the tendon over the metacarpophalangeal joints was 
surgically explored. The sublimis tendons were located 
and found to be in the ulnar aspect in relationship 
to the metacarpophalangeal joints. There was also a 
constriction of the tendon sheaths distal to the annular 
ligaments and fusiform thickening of the tendons 
just proximal to the constriction. A complete exten- 
sion of the fingers was prevented by the adaptation 
shortening of the flexors of the fingers and the capsule 
of the joints. A bony deformation was noted which 
consisted in ulnar deviation of the proximal ends of 
the phalanges and the metatarsal heads. 

The author suggests that the formerly described 
constriction of the tendon sheaths, which is present 
at birth, is responsible for the changes that are seen 
in later life. An illustration of the changes in the ten- 
don sheaths over the metacarpophalangeal joints is 
included in this article. —George Wichman, M.D. 


Fic. 1. (Masmonteil, Illouz). Cross-section showing the 
operation of arthroereisis with limitation of the rotators. 


Vertebra Plana and Eosinophile Granuloma (Ver- 
tebra plana y granuloma eosinofilo). V. Sancutis OLMos. 
Acta ortop. traumat. iberica, 1956, 4: 610. 


THE PATIENT was a 4 year old girl who in June, 1955 
suffered an attack of nasal catarrh which persisted for 
a month, with anorexia and slight evening rise of tem- 
perature. The intradermal reaction and roentgeno- 
gram of the lungs were negative. After the first attack 
the child was well for 2 weeks; then the evening rise of 
temperature recurred. On October 10 a physician was 
called because the child was complaining of abdominal 
pain in the region of the umbilicus. The parents 
thought that she had suffered a fall. 

Roentgenograms taken in November disclosed a 
lesion at the level of the body of the twelfth dorsal 
vertebra, which was interpreted as Pott’s disease. The 
patient was put in a cast, and specific medication with 
streptomycin and hydracide was started. Despite ab- 
solute rest the child continued to complain of abdom- 
inal pain radiating toward the umbilicus—pain which 
was at times continuous and accompanied by anorexia 
and evening rise of temperature. 

A roentgenogram taken in December showed that 
the condition was not Pott’s disease, but a vertebra 
plana. Three months later the patient was first seen by 
the author who on the basis of the history, the symp- 
toms and the laboratory findings pronounced the con- 
dition to be an eosinophilic granuloma. The cast was 
removed and functional re-education was instituted. 

Although the author made a diagnosis in this case, 
of an eosinophilic histiocytosis without biopsy or other 
histologic proof, he believes that the eosinophilic gran- 
ulomatous nature of Calvé’s disease, of which the case 
described is a typical example, has been sufficiently 
demonstrated. He also believes that the vertebra plana 
of Calvé represents the healed state of the disease. 

After preparing this report the author observed two 
other instances of vertebra plana. One of these showed 
three lesions at different levels of the spinal column. 
In this case he was able to procure a biopsy specimen 
and verify by histologic examination the eosinophilic 
granulomatous character of the lesion. 

— John W. Brennan, M.D. 


‘year / 

D, Fw ® 
ITHS, ii; 
le is \ 

been : 
nety- 
noris 
wing 
ritis, 

the 
d in 

mpt 
tion 
abo- 
to 
nsti- 
ons, 
sion 
lent 
), 
ady 
ntes 
es), 
UZ. 
me 
ing 

ent 
cur 
hat 

the 

of 
ery 

in- 
is). 
the 
aft 
is 

m. 
vat 

In 
ale 


70 International Abstracts of Surgery - July 1957 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


The Cervicocephalic Reconstruction of Marino-Zuco 
in the Treatment of Pseudarthroses of the Neck of 
the Femur (L’intervento di ricostruzione cervico- 
cefalica secondo Marino-Zuco nel trattamento delle 
pseudoartrosi del collo del femore). Giorcio Monti- 
CELLI. Ortop. traumat. app. motore, 1956, 24: 719. 


A ToTAL of 107 pseudarthroses have been operated 
upon in the Orthopedic Clinic of the University of 
Rome, under the directorship of Marino-Zuco. Op- 
timal results were procured in 32 cases with complete 
consolidation of the focus of pseudarthrosis and of the 
osteotomy surfaces, almost complete articular func- 
tion of the hip joint, ability to walk easily and without 
pain, freedom from claudication, and complete vi- 
tality of the femoral head. Good results were obtained 
in 48 with complete consolidation, limitation of one- 
third in the articular excursion, ability to walk freely 
and without pain after prolonged use of the extremity 
and a femoral head with good vitality. Less favor- 
able results were obtained in 18 with consolidation, 
articular function limited by two-thirds, with mild 
limping, ability to walk well with the aid of a cane, 
with tiredness developing quickly, and with mild 
signs of arthrosis on roentgenologic examination. Poor 
results followed in 9 cases with failure of consolida- 
tion. 


Fic. 1 (Monticelli). 


The operative technique consisted of anterior ex. 
posure of the focus with removal of interposed capsu- 
lar tissue, freshening of the bone surfaces, transverse 
intertrochanteric osteotomy with removal of a later. 
ally based wedge of bone and shifting of the femoral 
diaphysis medially so as to produce an overriding of 
the upper end of the femur. At first long staples were 
used to fasten both the femoral head and the osteot- 
omy fragments in place; later the Marino-Zuco screw 
(a modification of the Putti screw) was used. Finally, 
in order to avoid prolonged immobilization in a cast, 
an angulated metallic plate extension of the screw was 
added. This plate was fitted to the upper fragment, 
extended downward along the shaft of the femur, and 
held in place by circular metallic bands (Fig. 1). 

With the present methods of anesthesia and of pre- 
operative and postoperative care, the author is loath 
to recognize any absolute contraindications to this 
procedure. Even aged patients undergo the operation 
satisfactorily. 

There are certain limitations to the method. Com- 
plete reabsorption of the femoral neck does not pre- 
sent the necessary conditions for a favorable outcome, 
nor does arthrosis of the head of the femur. In the 
latter condition the author prefers an arthroplasty 
with insertion of a metallic prosthesis and an acrylic 
covering which permits functional results that are 
truly satisfactory. —John W. Brennan, M.D. 


A Two Stage Stabilization Procedure for Correction 
of Calcaneocavus. Georce E. ScHEER and C. H. 
CrecO, Jr. 7. Bone Surg., 1956, 38-A: 1247. 


THE MOST DISABLING of all paralytic foot deformities 
is the calcaneocavus produced when functional power 
in the gastrocnemius and soleus is lost. Not only is 
gait severely affected, but marked deformity of the 
foot occurs if the muscle imbalance is not treated. 

The authors noted that many calcaneocavus feet do 
exhibit deformity in the calcaneus and in the talocal- 
caneal joint. This deformity is due to the altered and 
imbalanced muscle tension which is exerted on the 
growing bone and is analogous in many respects to the 
alteration in the angle of the femoral neck which oc- 
curs in the presence of functional loss of the gluteus 
medius. 

The authors describe an operative procedure for the 
correction of calcaneocavus in feet in which advanced 
structural deformity has already developed. Since 
1948, 27 feet have been stabilized in this manner. In 
the first stage the ankle joint is usually not opened. 
The talocalcaneal joint is exposed and a bone wedge 
is removed; the second stage is performed 4 weeks 
later. This second stage includes a plantar fasciotomy 
or Steindler stripping, and following this a bone wedge 
is removed on the dorsum of the foot in the usual man- 
ner. Tendon transfers can be done at this time if 
necessary. 

The objective in the treatment of calcaneocavus is 
to obtain a corrected, stable foot which is as nearly 
normal in appearance as possible, and which will af- 
ford a good weight-bearing surface when fitted with 
a normal shoe. 

In a preliminary survey it was found that the ob- 
jectives of the operation were obtained in 21 of the 24 
feet available for evaluation. 
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In a discussion of the article Erwin suggested a 
simple method of obtaining these objectives without 
doing a 2 stage procedure. The increased dorsiflexion 
in the posterior part of the foot can be overcome by 
plantar flexing the entire foot at the ankle. In order 
to maintain this position one or more of the tendons 
which are acting as deforming factors must be trans- 
ferred to the calcaneus. This will restore the proper 
relationship between the talus and tibia and will 
maintain the desired projection of the calcaneus poste- 
riorly. To overcome the increased equinus deformity 
of the fore part of the foot, the plantar surface must be 
lengthened and the dorsum shortened. This can be 
done by plantar fasciotomy and removal of a wedge of 
bone from the mid-tarsal joints, the base of this wedge 
pointing toward the dorsum of the foot. Hence, it is 
unnecessary to perform the excision of a wedge of bone 
from the posterior portion of the subtalar joint. 

—C. Fred Goeringer, M.D. 


FRACTURES AND DISLOCATIONS 


Traumatic Luxation of the Hip Joint; Clinicostatis- 
tical Study with Reference to 8 Cases (La lussazione 
traumatica dell’anca; studio clinico-statistico e con- 
siderazioni sopra 8 casi). Grorcio ANDREINI. Ortop. 
traumat. app. motore, 1956, 24: 815. 


EIGHT HIP DISLOCATIONS were observed at the Ortho- 
pedic Clinic of the University of Siena in Italy, during 
the three year period from 1953 to 1956. These 8 
cases comprised 8.6 per cent of all the cases of trau- 
matic lesion of the hip joint seen at the clinic during 
this period. All of the luxations were of the posterior 
type; 7 were simple dislocations, and 1 was compli- 
cated by a giant cell tumor of the iliac bone. 

The patients were 22, 25, 36, 54, 67, 5, 28, and 55 
years of age respectively; there were 6 males and 2 
females. The left hip joint was involved in 6 cases and 
the right in 2 cases. A predominance of dislocations 
on the left side was noted in the transportation ac- 
cidents. In a case resulting from a motorcycle col- 
lision a desperate attempt was evidently made to stop; 
the right foot was lowered to the pavement to act as a 
drag. The right limb was thus in a condition of de- 
fensive muscular tonus while the ieft one was dangling 
loosely over the bar of the machine. One dislocation 
on the right side occurred from an unexpected blow. 

All of the dislocations were of the posterior type 
but the author agrees with Bieglo (1862) that all 
dislocations of the hip joint are initially downward, 
the caput femoris passing through the floor of the 
capsule. The head then moves backward and up- 
ward (iliac), or backward and downward (ischiatic) ; 
or, secondarily, it may move anteriorly and upward 
(pubic) or forward and downward (obturator dis- 
location). Of these 8 dislocations, 6 were of the iliac 
type, 1 was of the ischiatic type, and 1 was directly 
backward. 

The last case mentioned was of interest for three 
reasons. First, the dislocation was that of a 5 year old 
child, an extremely rare occurrence; in fact, the author 
believes that this is the first case reported under these 
particular circumstances. Second, the dislocation was 
posterior, but in the intermediate position; the head 
did not continue to move upward (iliac) or down- 


ward (ischiatic) after the posterior dislocation. This 
peculiar behavior caused the author to assume that 
the head of the femur did not perforate the capsule, 
but simply stretched the elastic capsule of the child; 
the capsule then remained draped about the femoral 
caput and held it in its original position. Third, the 
assumption that the dislocation was “intracapsular” 
was shown to be true by the fact that after the re- 
duction the rima articularis remained abnormally 
wide. This is ascribed to an intra-articular hematoma 
which, in the intact capsule, could not diffuse into 
the environing tissues. 

The treatment in general followed the lines pro- 
posed by Boehler. The patient is placed on a not too 
heavy mattress on the level pavement, lying on his 
back. General anesthesia is used. The assistant holds 
the pelvis down by pressing on the anterior superior 
spines of the ilium. A sheet is wound around the knee 
region of the affected lower extremity, the ends of 
the sheet crossing over to the popliteal space and 
forming a loop which passes around the operator’s 
neck. This provides the traction. The hands of the 
operator grasp the sural region of the leg and the 
ankle, respectively. Thus, the free rotational move- 
ments of the limb are not interfered with, the opera- 
tor’s hands merely holding the extremity bent at 
90 degrees at the knee joint, and the dislocated fem- 
oral head is permitted to ride over the lip of the 
cotyloid cavity without injury to either structure. 
The femoral head retraces the route which it followed 
during the process of dislocation. 

After the reduction of the luxated femoral head the 
patient is placed in a pelvipodalic cast which is not 
removed for 30 to 40 days, in accordance with the 
amount of laceration of the tissues incident to the 
luxation. The patient should not attempt to resume 
activities until a course of physiotherapy (heat, mas- 
sage) has rendered the functioning of the hip joint 
free and without pain. — john W. Brennan, M.D. 


Perilunar Dislocations. CarrutH J. WAGNER. 7. Bone 
Surg., 1956, 38-A: 1198. 


THis REPORT is based upon a Clinical study of 78 
carpal injuries in which there were varying degrees 
of loss of the normal relationship between the lunate 
and capitate bones. 

Normally, most of the volar flexion of the hand 
takes place at the radiocarpal joint and to a lesser 
extent at the mid-carpal joint. Dorsal flexion is pri- 
marily a function of the mid-carpal joint, the radio- 
carpal joint contributing only slightly to the move- 
ment. Radial deviation of the hand is essentially a 
function of the mid-carpal joint and ulnar flexion is 
mainly radiocarpal in origin. 

The capitate is firmly fixed to the third metacarpal, 
through which progresses the long axis of the hand 
into the carpus. The ligamentous attachments of the 
various carpal bones are so arranged that the lesser 
multangular, the distal pole of the navicular, the 
capitate, hamate, and triangular form a close-knit 
group firmly attached to the metacarpals, while the 
lunate and the proximal pole of the navicular repre- 
sent a separate element in contact with the radius. 
When a force is applied to the dorsiflexed wrist which 
exceeds the range of motion naturally permitted by 
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the various ligaments, the lunate is usually buttressed 
by the dorsal lip of the radius and clings to the proxi- 
mal pole of the navicular. The distal pole is carried 
dorsally by the rest of the carpus and a fracture of the 
wrist of the navicular usually results. 

If the navicular dislocates but fails to fracture, it 
must sever its relationship with the lunate and ac- 
company the capitate or remain behind with the 
lunate. Since its connections with the capitate and 
the multangula are the stronger of the two relation- 
ships, the former is what usually happens. The radial 
styloid process frequently fractures to allow the es- 
cape of the proximal fragment of the navicular. 

The slightest displacement of the fragments should 
cause suspicion of a perilunar dislocation, and when 
this occurs the situation is entirely different. The 
incidence of aseptic necrosis of the proximal fragment 
with accurate reduction is close to 50 per cent; with- 
out reduction the incidence of necrosis approaches 
100 per cent. Prolonged immobilization will produce 
fairly good results when the reduction of the disloca- 
tion is anatomic; when displacement is allowed to 
persist there is progressive disintegration of the proxi- 
mal fragment of the navicular, and the capitate 
migrates from its position to occupy the space be- 
tween the distal fragment and the lunate. 

Removal of the proximal fragment is useless and 
merely hastens the disintegration of the carpus. In the 
author’s experience, open reduction of the dislocation 
and fixation of the fractured navicular has yielded 
uniformly poor results. Aseptic necrosis of the navicu- 
lar fragment has always resulted and the author has 
observed that the extensive ligamentous stripping nec- 
essary to gain a normal capitati-lunate-triangular re- 
lationship frequently leads to a fibrous ankylosis. 

It is the author’s practice to recommend arthrodesis 
of the wrist at once in all the cases of perilunar disloca- 
tions with fracture of the navicular when an anatomic 
reduction cannot be obtained by closed methods. 

When the lunate is dislocated and there is no as- 
sociated fracture of the navicular, closed reduction 
produces good results. When this method of reduction 
is used, the incidence of aseptic necrosis is very low 
but it does occur. Removal of the lunate is unsatisfac- 
tory for it usually results in a weak wrist. As a rule, 
when this is done arthrodesis is ultimately necessary 
because of the disruption of the carpus which results 
from migration of the capitate into the space formerly 
occupied by the lunate. —C. Fred Goeringer, M.D. 


Fractures of the Odontoid Process of the Axis. N. J. 
Biockey and D, W. Purser. 7. Bone Surg., 1956, 38-B: 
794, 


THE AUTHORS analyze 51 cases of fracture of the odon- 
toid process in regard to: (1) the site of fracture in 
children and adults, (2) the type of displacement and 
mechanism, (3) the associated injuries, (4) the early 
and late neurologic complications, and (5) the rate of 
nonunion. Eleven of the cases are the authors’ own 
and 46 are cases reported by other authors. 

A review of the literature is presented to demon- 
strate what other authors have thought of such ques- 
tions as the mechanism of fracture, associated injuries, 
type of displacement, incidence of bony union, and 
paraplegia and its prevention. There was considerable 
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diversity of opinion in regard to the incidence of bony 
union and to the cause of late paraglegia. 

The authors point out that all fractures in children, 
7 years or younger, occur through the epiphysial plate 
separating the odontoid from the body of the axis. All 
of these patients (5) had bony union and all corrected 
the displacement through remodeling by growth. 
While there was 1 patient with early paraplegia, there 
were none with late paraplegia, and the patient with 
early paraplegia recovered. 


In the group of patients, age 7 and over (46 cases), 


all, with the exception of 2 adults, had fractures above 
the site of the old epiphysis (the age at which fusion 
of the epiphysis occurs is about 6). 

Occipital pain is the commonest remaining symp- 
tom. There were a total of 7 cases of early paraplegia 
in the 51 cases, and 5 developed in the backward type 
of displacement. Late paraplegia developed most 
commonly within the first year of injury and always 
appeared in those patients who were inadequately 
treated and had inadequate immobilization early in 
the course of the injury. All of these patients had ex- 
cessive motion at the site of fracture. All of these 
fractures had forward displacement of the odontoid. 
About two-thirds of the fractures in patients who were 


- adequately followed had fibrous union. Except for 


the elderly patients, those with nonunion did not have 
as adequate or early immobilization as those who had 
bony union. However, none of the patients who had 
fibrous union had any severe complications. Some 
authors have described this fibrous union as ‘‘secon- 
dary osteoporosis” or “‘rarifying osteitis.” 

The treatment consists of skull traction with Crutch- 
field tongs for 6 weeks, followed by the application of 
a Minerva jacket with tongs incorporated. In 1 pa- 
tient the fragments “slipped” in plaster and required 
occipitocervical fusion. —Richard G. Saxon, M.D. 


Postirradiation Fractures of the Neck of the Femur. 
W. H. STEPHENSON and B, Conen. 7. Bone Surg., 1956, 
38-B: 830. 


THE AUTHORS point out that the fracture of the neck of 
the femur after heavy irradiation of the pelvic organs 
for carcinoma (usually of the uterus) is a well described 
entity. There is, however, a dearth of such material 
in the British surgical literature. They have accumu- 
lated 21 cases of fractures in 17 patients who had 
irradiation treatment for uterine carcinoma. All the 
fractures described were in the subcapital area, which 
corresponds in general with reports in the literature. 

Histologic material was obtained in 3 cases which 
showed a rather consistent picture. The bony trabe- 
culae and osteocytes in the head, or near the joint, 
appeared normal, as did the overlying cartilage, 
synovia, ligamentum, teres, and capsule. In the sub- 
capital area the trabeculae were narrower and fewer 
in number. There was a striking lack of osteocytes in 
the trabeculae. The marrow was fibrosed and the 
vascularity was increased. There was a marked in- 
crease in osteoid tissue in opposition to the old trabe- 
culae. The fatty marrow also was increased. There 
was a variation of the degree of osteoporosis, trabec- 
ular destruction, lack of osteocytes, and osteoid for- 
mation in all of the patients, but the same pattern 
was present in all. 
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The authors believe that, on the basis of the histo- 
logic changes they observed, the direct cause of the 
fracture is necrosis of the osteocytes due to the irradi- 
ation and not the hypervascularity as supposed by 
others. The authors point out that in no case was 
there evidence of metastases. This is a common fal- 
lacy in diagnosis when the fracture is first seen in the 
roentgenogram. 

The most common symptom is pain in the hip or 
knee, which usually exists for months before there is 
complete fracture or the roentgenogram reveals the 
pathological condition. Occasionally the fracture oc- 
curs suddenly without premonitory symptoms. 

The treatment depends on the severity of the frac- 
ture. In some patients the fractures heal spontaneously 
and result in a coxa vara. In others complete aseptic 
necrosis of the femoral head occurs. In general the 
prognosis is good. —Richard G. Saxon, M.D. 


ORTHOPEDICS IN GENERAL 


The Effects of Pressure on Epiphysial Growth; the 
Mechanism of Plasticity of Growing Bone. ALviN 
M. ArkIN and Jacos F, Katz. 7. Bone Surg., 1956, 
38-A: 1056. 


AN EXCELLENT REVIEW of the literature on the effects 
of pressure on epiphysial growth is presented. Growth 
in length is cartilaginous and therefore occurs only 
in the region of the epiphysis. Increase in thickness of 
a bone is by appositional bone growth only. These 
facts were amply demonstrated in the illustrations 
of the authors’ rabbit experiments. The fact that 
minor degrees of pressure can slow growth meas- 
urably without stopping it entirely was also demon- 
strated. Plaster casts were applied to the left hind 
limb of some 15 rabbits. The casts remained in place 
from 3 to 6 weeks prior to sacrifice. In some cases the 
casts were applied to produce a valgus deformity. 
They were wedged or changed weekly in order to 
increase the degree of valgus. All of the animals de- 
veloped valgus deformities. The angulation took place 
in the upper part of the tibia, in the bone which was 
laid down during the period of plaster fixation. The 
shaft itself was unchanged in contour. Microscopic 
sections of the upper end of the affected tibia showed 
a marked increase in the trabeculation on the lateral 
side. This was where the pressure had been increased 
by the casts. The trabeculation was decreased on the 
opposite, or medial, side where the pressure was 
diminished by the casts. The experiments verify 
Wolff’s law as well as the Hueter-Volkmann epiphysial 
pressure rule, namely, increased pressure in the long 
axis of a growing bone results in greater growth in 
thickness but diminished growth in length. 

The effect of torsion on the epiphysial growth was 
also studied in these rabbits, by means of long leg 
plaster casts. The rotatory deformities produced in 
both femors and tibias were marked. This experiment 
confirms the opinion held by many clinicians, that 
the Denis-Browne type of splint will correct tibial 
torsion deformities. The authors believe that the same 
degree of correction can be obtained in 4 days of con- 
stant use as in 24 days at 4 hours per day. 

The experiment also showed that all of the tibias 
immobilized in plaster were longer than those of the 


controls. This confirms the opinion that weightbearing 
slows epiphysial growth although it increases the girth 
of the shaft. This is true in spite of the factor of disuse 
atrophy. It seems, therefore, that the more sedentary 
child might well grow taller than the vigorous athletic 
type. A total of 7 other factors influencing bone growth 
was discussed. The ease with which angular or tor- 
sional deformities may be produced or corrected 
varies inversely with the diameter of the growing bone. 
—D. Keith McElroy, M.D. 


The Sudeck Syndrome (Das Sudeck-Syndrom). R. 
REICHLE. Langenbecks Arch. u. Deut. Zschr. Chir., 1956, 
284: 18. 


IN THE LIGHT of present day knowledge, the Sudeck 
syndrome is thought of as a circulatory and metabolic 
disturbance in the bone and soft parts of an extremity 
due to an exogenous or endogenous stimulus. Sudeck 
himself considered the end result to be the result of 
an inflammatory process. The process begins as a 
‘healing inflammation.” If the stimuli which produce 
the hyperemic inflammatory response are especially 
strong or of long duration, the process may get out of 
control and in a progressive course lead to the dys- 
trophic disturbances in the skin and soft tissue. Wom- 
en between forty and sixty years of age appear to 
develop the dystrophy most commonly. The true 
Sudeck syndrome is not seen in the first decade of 
life. Usually there has been an injury to the bone or 
bones in the extremity, but not infrequently the syn- 
drome can be produced by soft tissue inflammation. 
Faulty nutrition, nerve injuries associated with cau- 
salgia, freezing, burns, thrombosis, and lymph stasis 
are less common causes. The connection between 
the Sudeck syndrome and tuberculosis is undisputed. 
Operative trauma may also be the original cause of 
Sudeck’s syndrome. Paravenous and intra-arterial 
injections may also produce this syndrome. 

Three stages of Sudeck’s syndrome are recognized, 
the acute, the dystrophic, and, finally, the atrophic. 
In the acute phase there is an elevation of the skin 
temperature, pain, edema of the soft tissues, joint 
swelling and muscular atrophy, hyperhidrosis, and 
an increased growth of the nails and hair. In the sec- 
ond stage the skin is cool, pale and gray, and cyanotic. 
Brawny edema and typical glazed skin are present. 
The nails become cracked and have heavy grooves. 
The pain increases and joint stiffening becomes ir- 
reparable. Sensory disturbances are not demonstrable 
in either the first or second stage. The bony changes 
show the characteristic mottled appearance. It is 
estimated that approximately 15 per cent of the cal- 
cium salt must be mobilized before this mottled 
change is evident. Bandlike decreases in density may 
also be noticed in the epiphyses and metaphyses. 
The mottled changes may be divided into gross and 
fine mottling. The latter type is prognostically more 
favorable. The cortical bone in stage one is still 
preserved. 

The chewed out appearance of the diaphyses is 
considered to be a resorptive process in the lacunae 
under the periosteum. The dystrophic phase shows 
a more diffuse decalcification of the bone. The corti- 
cal bone is now involved. This is true particularly 
in the carpal and tarsal bones. 
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In the stage of final atrophy the bone is again ho- 
mogeneous, but the trabeculae in the bone are some- 
what more delicate and thinner. The skin is atrophic, 
the fat pads decrease, and the finger tips are often 
pointed. The hair growth, the formation of sweat, 
and the growth of the nails are again normal. The 
atrophy and joint stiffening are fixed. The first stage 
may pass directly into uncomplicated healing, but 
in the second stage complete recovery is hardly to be 
expected. 

Within the tissues themselves vascular changes 
occur which involve arteriolar spasm and capillary 
dilatation with diminished ability of the arterioles 
to dilate and the accumulation of acid metabolites. 
Disturbances in the nervous system, both sympathetic 
and craniospinal, may play a part in the development 
of the Sudeck syndrome. Metastatic tumors, reflex 
dystrophy, angina pectoris, and mild cardiac in- 
farction may also be associated with the development 
of the Sudeck syndrome. 

There is a great variation in the reported frequency 
of the Sudeck syndrome after injury. One often notices 
reports of the condition diagnosed on the basis of the 
roentgenogram alone. The isolated occurrence on the 
roentgenogram of patchy areas of bony regeneration 
without the involvement of the soft tissues of the ex- 
tremity should not be designated as the Sudeck syn- 
drome. One might speak of this as a “‘Sudeck-like”’ 
osteoporosis. If one is to diagnose the condition as a 
true Sudeck syndrome, both the bony changes and 
the soft tissue changes must be present. The diagnosis 
of the Sudeck syndrome remains primarily a clinical 
diagnosis which is supported by the roentgen ray 
findings. The patient’s personality is also important 
in the development of the Sudeck syndrome. Often 
these patients are of an unstable hysterical type. 

In fractures, which play the predominant role in 
Sudeck’s syndrome, not only the origin of the fracture 
but also the method by which it is reduced and im- 
mobilized is important. The injection of procaine into 
the fracture site as advocated by Bohler will often 
break up the damaging vasomotor reflexes. Forceful 
manipulation, frequent attempts at reduction, and 
excessive traction lead to stiffening of the joints and 
injury to the soft tissues. Operative intervention in 
fractures requires a strong indication and the proper 
choice of the time at which to operate. The danger of 
producing the Sudeck syndrome is greater in opera- 
tive intervention than it is in the more conservative 
measures. Adequate physiological immobilization of 
the fragments with early active motion of all parts 
of the extremity which are not immobilized, intel- 
ligent after treatment which does not allow the pro- 
duction of pain, and the sparing use of heat and mas- 
sage are not only proved methods of treating fractures 
but at the same time are the best possible prophylaxes 
against the development of the Sudeck syndrome. 

The established Sudeck syndrome requires, much 
the same as a fresh fracture, immobilization and eleva- 
tion of the diseased extremity. Under certain cir- 
cumstances these must be prolonged for a long time. 
The best indication for the duration of the im- 
mobilization is the pain and swelling of the joints. 
With the subsidence of the swelling one can institute 
active motion beginning with the joints which are 


not involved. Passive motion and massage are strongly 
contraindicated. Ultrasonic therapy and short wave 
diathermy have not produced any noticeable im. 
provement. The authors have insufficient experience 
with x-ray therapy to draw any conclusions. Sym. 
pathetic blockade often results in marked improve- 
ment. Sympathectomy has been used only rarely 
and only in especially difficult cases. Many different 
types of medications have been used in the treatment 
of the Sudeck syndrome. Almost always these medi- 
cations have been combined with many other methods 
of treatment. Therefore it is difficult to determine 
their exact value. It appears, however, that they 
bring about little practical improvement. 
—Robert D. Larsen, M.D. 


The Results of Treatment of the Lumbagosciatic 
Syndrome (Ueber Behandlungsergebnisse des Lum. 
bago-Ischiassydroms), G. Star and W, FuHRMANN, 
Chirurg, 1956, 27: 435. 


THE PROBLEMS of the treatment and the diagnosis of 
lumbar intervertebral disc injuries have been de- 
scribed in many works which are widely known today. 

A critical evaluation of the late results of treatment 
in 200 patients has been made. These patients were 
operated upon in the period between 1947 and 1952 in 
the Heidberg Hospital. The majority of the patients 
were treated conservatively in the neurologic clinic 
before operation. In the evaluation of the late results, 
161 of the 200 patients have been personally ques- 
tioned, and 39 answered questionnaires. For purposes 
of comparison 42 patients who were managed with 
conservative treatment alone were also questioned. In 
patients operated upon the interval between operation 
and follow-up was approximately 4 years. The average 
age at the time of postoperative questioning was about 
47 years. There were 102 males and 98 females. Sixty- 
nine patients did heavy physical labor, 49 patients did 
light physical labor, 46 were housewives, 31 did office 
work, and 4 patients had no occupation before the 
operation. 

In the majority of patients the indication for opera- 
tion was the presence of a typical cauda equina syn- 
drome which made the operation mandatory without 
delay. The duration of pain before the operation in the 
200 patients averaged 8.5 years. The shortest duration 
was 14 days; the longest was 33 years. In patients with 
relative indications the operation was performed only 
after several weeks of conservative treatment had 
failed, or in patients who had experienced frequent loss 
of work or income because of relapses, or who had 
chronic pain which seriously limited their ability to 
earn a living. Patients who had only a lumbar pain or 
sciatica without neurologic findings were rarely oper- 
ated upon. Four patients had lumbar pain only, and 
20 had sciatica without neurologic changes. 

In 123 patients a preoperative x-ray film of the 
lumbar spine showed narrowing of the affected lumbar 
intervertebral space. Of 82 patients who had a pre- 
operative localization of a prolapsed intervertebral 
disc in the fourth to fifth lumbar interspace, 75 proved 
to have such a prolapse at operation. In 32 patients 
who had a herniated disc localized between the fifth 
lumbar and the first sacral vertebrae, 21 such pro- 
lapsed discs were demonstrated at operation. A total 
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of 98 patients were studied with myelography. The 
injection of a radiopaque medium into the spinal 
canal was found to be more satisfactory than air 
myelography. 

In all operations the interlaminar approach was 
used in order to conserve the vertebral arch. As much 
of the prolapsed intervertebral tissue as possible was 
removed. At operation 191 of the 200 patients were 
found to have herniated intervertebral discs. In 3 pa- 
tients the herniation had occurred at the second and 
third lumbar interspace; in 11 patients at the third 
and fourth lumbar; in 125 at the fourth and fifth 
lumbar, and in 57 at the fifth lumbar and first sacral 
interspace. These findings are contrary to the opinion 
that the last lumbar interspace is the one which most 
frequently has a herniated intervertebral disk. 

In evaluating the alleviation of leg and back pain, 
ahalf year after operation is too early for evaluation of 
long standing results. Frequently a nerve root which 
has been irritated for a prolonged period of time, or 
which has been manipulated during the operation, 
will produce the same pain in the extremity for 6 
months. At the same time, improvement after a year or 
more can hardly be expected. Evaluation of the relief 
of pain is further hindered by the inability to determine 
how many patients would have had spontaneous re- 
mission of their pain without operation. In addition, 
there is a group of patients who feel that they have 
been cured immediately after the operation, but who 
go on to have a recurrence of their pain after a year or 
two. After taking account of these difficulties in evalu- 
ation, the authors found that 35 patients were com- 
pletely free of pain, 90 patients were completely free 
of pain in the extremity, 110 had persistent pain in the 
extremity, 57 were free of pain in the back, and 143 
had some persistence of pain in the back. 

In the evaluation of the operative result from the 
standpoint of subjective pain, the judgment of the pa- 
tient himself is the best, since this information is either 
difficult or impossible to get from the patient’s record. 
Only he is in a position to compare the preoperative 
and postoperative conditions. The difficulties encoun- 
tered in neurotic patients, patients who are being 
compensated for a back injury, and the tendency of 
some patients to overemphasize or to minimize their 
complaints, also make the evaluation of the operative 
result difficult. Sixty-seven patients believed that they 
were completely cured, 114 patients that they were 
benefited, 12 patients that they were unchanged, and 
7 patients that they had been made worse by the oper- 
ation. It is significant, that while only 35 patients were 
completely freed of pain, 67 believed that they were 
completely cured. This shows clearly that in many 
patients the preoperative condition must have been 
intolerable, and that they are willing to tolerate the 
less severe pain which they have in the postoperative 
period without complaining about it. 

Approximately one-third of the patients performed 
heavy physical labor before the operation. It is, there- 
fore, not surprising that 18 patients, or 9 per cent, 
found it necessary to change their occupation in the 
postoperative period. This number is as small as it is 
because of the relatively large group of housewives 
who were patients in this group, and unable to change 
their occupation. Another factor to be considered in 


the evaluation of the postoperative result is the number 
of invalids. Seven were invalided permanently after 
the operation, 13 were temporarily invalided post- 
operatively, 9 were invalids before the operation, and of 
these 8 remained invalids postoperatively. The shortest 
duration of temporary invalidism was 4 weeks, and 
the longest was 1.5 years in a patient with postopera- 
tive osteochondritis of the spine. Some of the temporary 
— are now doing the hardest kinds of physical 
labor. 

‘In evaluating the results of the operation with regard 
to neurologic findings, it was found that 27 patients 
had muscular atrophy before the operation, and that 
18 had it during the follow-up period. Eighty-four pa- 
tients demonstrated a muscular paralysis preopera- 
tively, and 54 patients demonstrated it postoperatively. 
Ninety-four patients had reflex changes preoperatively ; 
105 had these changes postoperatively. Disturbances 
of sensation were present in 121 patients preopera- 
tively, and in 101 patients postoperatively. Twenty- 
three patients continued to have a positive Laségue 
sign in the postoperative period. From an analysis of 
these figures the impression is gained that an improve- 
ment in the subjective complaints of most patients is 
independent of improvement in the objective neuro- 
logic findings. 

An evaluation of the poor results reveals that they 
were usually the results of either operative misfortune 
or recurrences of the disease. In general, alleviation 
of the patient’s pain, to a degree, occurs immediately, 
or at the longest a week after the operation. If the 
patient comes in later with a new severe sciatic pain, 
it is most often due to a new herniation, which may be 
in the same or in a different interspace. If, however, 
the patient feels little or no improvement immediately 
after the operation, it is then likely that his pain is of 
another origin. In 12 patients a postoperative pain of 
the same intensity was experienced, and a second 
operation was necessary. Six of these showed a recur- 
rent prolapse in the same intervertebral space. In 2 
patients neuromas of the involved nerve root were 
found. In 4 patients, upon whom a second operation 
was carried out, no new prolapse was found, but bony 
spurs or scar tissue were found, and these were relieved 
by partial resection of the vertebral arch. In 3 patients 
a third operation will be necessary, and 2 of these have 
already been carried out in other hospitals. One-half 
of the patients upon whom a second operation was 
performed had a reduction in their pain, 3 were 
unchanged, and 2 felt that they were made worse. 

When all of the above mentioned factors are con- 
sidered, an objective evaluation of the operative result 
can be carried out. The authors believe that 35 pa- 
tients had a very good result, 70 had a good result, 33 
a satisfactory result, and 62 an unsatisfactory result. 
A general consideration of the causes of unsatisfactory 
results reveals that frequently, after the operation, 
there is an increase in the narrowing of the inter- 
vertebral space. This condition was recognized roent- 
genologically in a third of the patients. The narrowing 
results in an increased immobility of the involved seg- 
ment with secondary arthritic changes, and in an in- 
crease in the existing complaints. In addition, arthritic 
spurs, accompanied by increased narrowing of the 
intervertebral canal, can lead to a temporary or per- 
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manent irritation of the nerve root which may cause 
persistence or increase in sciatic pain. Finally, post- 
operative adhesions or scar tissue around the nerve 
root may cause a persistence of the patient’s pain. 

In order to compare the results of the operated and 
the nonoperated patients with herniated nucleus pul- 
posus, 42 patients who were managed conservatively 
were evaluated. The duration of study was much the 
same as it was in the operated patients. All of these pa- 
tients had had their sciatic pain for at least 1.5 years, 
and a back pain was usually experienced prior to this. 
Only those patients in whom other causes for their 
complaints had been excluded were selected for evalu- 
ation. However, it is to be noted, that the patients with 
the most severe pain and neurologic changes were not 
available for follow-up study after operation. The 
distribution of the patients as to sex, type of work per- 
formed, duration of complaints, and neurologic changes 
is essentially the same as that which was found in the 
operated group. A comparison of the results reveals 
that in the conservative treatment, 5 of the 42 patients 
were completely free of pain, as opposed to 35 of 200 
operated patients. Thirty-five of the 42 patients who 
were treated conservatively continued to suffer from 
pain in the leg. Thirty-six patients in the conserva- 
tively managed group continued to have pain in the 
back. After a consideration of all factors 6 of these pa- 
tients were regarded as cured, 23 as improved, and 13 
as unchanged. Six patients who were treated con- 
servatively found it necessary to change their occupa- 


tion, and 3 patients remained permanent invalids. 
Sixty-five per cent of the patients who had received 
conservative treatment could no longer do heavy 
work, 

It is difficult to understand the conservative treat- 
ment of this disease as it is due to a general wearing 
out, a result of aging, in which there is a degeneration 
of the intervertebral disk. The purely palliative out- 
come of the operation objectively provides 50 per cent 
of the patients with good results, while it is unsatis- 
factory in only 31 per cent. Subjectively over 90 per 
cent of the patients in the operated group are either 
cured or improved. The series of operated patients 
shows nearly twice as many good results and only half 
as many unfavorable results as the conservatively 
managed group. This is in spite of the fact that the pa- 
tients with the most severe pain and the most marked 
neurologic findings are in the operated group. There 
should then be a difference of opinion only in the treat- 
ment of the chronically diseased patient. 

In performing the operation the surgeon must recog- 
nize that he will not always obtain completely satis- 
factory results. If, however, all of the conservative 
measures have been exhausted and the patient’s pain 
persists, the operation in the hands of a competent 
surgeon is a procedure which will usually result in 
improvement. Many patients, who without the opera- 
tion would have been condemned to a prolonged or 
permanent invalidism, have been saved from this fate. 

— Robert D. Larsen, M.D. 
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SURGERY OF ‘THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


A New Method of Surgical Treatment of Blood Ves- 
sels. P. I. ANpRosov. Arch. Surg., 1956, 73: 902. 


In THE PERIOD from 1945 to 1950 a group of Moscow 
engineers and physicians developed a method of con- 
necting blood vessels by mechanical means, and con- 
structed the required apparatus. The apparatus is 
intended to apply a circular suture on vessels from 
1.3 to 15 mm. in diameter, with due consideration for 
the varied thicknesses of the walls. The suturing of the 
blood vessels is done by means of inverted U-shaped 
clips with pointed ends. The clips are made of tanta- 
lum wire, of a round section from 100 to 200 units 
in diameter, depending on the diameter of the vessel 
to be sutured and the thickness of the walls. The 
instrument consists of numerous parts, but only four 
have to be operated. There are three illustrations of 
the vessel-suturing apparatus—a general view, a view 
of the apparatus disassembled into four parts, and a 
diagram of the mechanical vascular suture—in the 
original article. A fourth illustration shows the ends 
of an artery and vein turned inside out on the bush- 
ings of the apparatus. 

After the ends of a severed artery are mobilized, 
they are held in position by the hemostatic clamps 
of the apparatus, and the ends of the artery are turned 
inside out on the bushings. After the vessel is fastened 
on the bushings, the left and right parts of the in- 
strument are joined and locked by a connecting plank. 
The intimas of the vessel ends then closely adhere to 
one another. The vessel is sutured in several fractions 
of a second by pressing the lever which drives the 
tantalum clips (located in the semibushings of the 
clipping part of the instrument) into the tissue of the 
folded ends of the vessel. On their way the clips run 
through both walls of the vessel and rest against the 
hole of the supporting part of the instrument. The legs 
of the clips, each getting into its respective hole, are 
bent to assume a B-shape, which ensures an air-tight 
and firm connection of the vessel ends. 

A vessel-suturing one-clip apparatus was also con- 
—— to apply longitudinal sutures on blood ves- 
sels, 

In the period from 1948 to 1952, mechanical vas- 
cular sutures were applied in 394 dogs during ex- 
perimental operations. Subsequently successful su- 
ture of acutely injured blood vessels in 29 patients 
was accomplished with this method. The clinical ap- 
plication of this method in cases of acutely injured 
blood vessels, as well as in 42 cases of various trau- 
matic aneurysms, is discussed in detail. 

—j. Herman Mahaffey, M.D. 


Dissection of the Aorta as a Complication of Trans- 
lumbar Aortography. H. Gayuis and J. W. Laws. 
Brit. M. F., 1956, 2: 1141. 


PERCUTANEOUS lumbar aortography, introduced in 
1929, has become established as a procedure of proved 
value in the investigation of renal and vascular con- 


ditions. Complications usually result from the injec- 
tion of all or part of the contrast medium into a 
visceral branch of the aorta. The damage to the organ 
supplied by the vessel, which is caused by the injec- 
tion, is occasionally associated with thrombosis of the 
vessel itself. The more serious complications include 
gangrene of the intestine from superior or inferior 
mesenteric artery thrombosis, anuria and renal ne- 
crosis from injection into the renal arteries, hyper- 
tension with retinopathy, acute pancreatitis from in- 
jection into the celiac axis, rupture of the aortic walls, 
and chylothorax from damage of the thoracic duct. 

Two cases are described in which one of these com- 
plications—aortic dissection—followed an injection 
of a part or the whole of the contrast medium into 
the media of the aorta, which caused a dissection 
analogous to a spontaneous dissecting aneurysm and 
gave rise to a characteristic artifactual radiogram. 
This complication may be responsible for a mistake 
in diagnosis by the unwary; there may be serious 
sequellae; and it may occur despite the most scrupu- 
lous technique. It is held that this complication is not 
uncommon and that it offers an explanation for some 
of the complications of aortography usually ascribed 
to arterial thrombosis or to the direct toxic effect of 
the contrast medium. 

The technique of aortography is described in detail. 
Whenever the radiograph indicates occlusion of a 
vessel which clearly is patent clinically, it is probable - 
that the dye has dissected through the planes of the 
aortic wall instead of outlining whatever lumen of the 
vessel is present. 

An experiment was devised in which conditions 
were reproduced that simulated those found at aortog- 
raphy. The intact abdominal aorta with its branches 
was attached to the Melrose (1953) heart-lung ma- 
chine and aortography was done while the bevel of 
the needle lay partly in the aortic lumen and partly 
in its wall. A pulsatile column of blood—the usual 
criterion of acceptable needle position—flowed into 
the tubing and the dye was injected as in vivo. Aortic 
dissection with bizarre, artifactual radiograms oc- 
curred each time. 

The difficulty of injecting the whole of the contrast 
medium into the lumen has been noted by many au- 
thors, and many of them have adopted alternative 
techniques, such as threading a catheter retrograde 
via the femoral artery, or inserting a polyethylene 
catheter into the aorta through a trocar inserted in 
the lumbar area. Another device which has been suc- 
cessfully employed to avoid intramural injection is a 
needle with a sealed end and 2 lateral openings. 

— Sheldon Oscar Burman, M.D. 


The Surgical Treatment of Aortic Aneurysms, DENTON 
A. Coorey, E. DeBaxey, and Oscar 
CREECH, JR., Am. Surgeon, 1956, 22: 1043. 


ANEURYSM OF THE AORTA is a serious disease causing 
distressing symptoms and usually leading to death 
within a year or 2 after diagnosis. Until recently 
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surgery was unsatisfactory but in the past 5 years good 
results have been obtained with excisional therapy. 

For sacciform aneurysms tangential excision with 
lateral aortorrhaphy is effective, whereas fusiform 
aneurysms require segmental aortectomy with res- 
toration of the aortic flow with an aortic homograft 
or a synthetic prosthesis. The results of treatment in 
219 cases of the former and 37 of the latter are reported, 
and the factors influencing the operative risk are 
considered. 

Because of the unusual pathologic nature of dis- 
secting aneurysm, surgical therapy must be adapted 
to control the dissecting tendency. If the intimal 
tear occurs in the ascending aorta a re-entry passage 
is created in the descending aorta close to the origin 
of the ligmentum arteriosum. When the intimal 
tear occurs distal to the ligmentum arteriosum this 
segment of aorta is resected and a graft is inserted. 
In both types of operation after the aorta is divided, 
the two layers in the lower segment are sutured to- 
gether in order to eliminate the extension of the 
process distally. The results of treatment in 13 patients 
with dissecting aneurysm are given; 10 survived. 

Recent study of the patients operated upon for 
aortic aneurysm revealed a total of 366; 98 of these 
had thoracic and 268 had abdominal aneurysms. 
Since this report was submitted, aneurysms of the 
ascending aorta have been resected with segmental 
replacement with homografts in 3 cases, the mechan- 
ical heart-lung apparatus being used as a cardiopul- 
monary by-pass. A temporary extracorporeal aortic 
by-pass, shunting blood from the left auricle to the 
abdominal aorta, was used successfully in 2 cases 
of aneurysms for resection of the descending thoracic 


aorta. — john F. Maloney, M.D. 


Wide Excision Including Involved Aorta and Vena 
Cava and Replacement with Aortic Homograft for 
Retroperitoneal Malignant Tumors; Report of 2 

es. E. STANLEY CRAwroRD and MIcHAEL E. 
DeBakey. Cancer, Philadelphia, 1956, 9: 1085. 


RETROPERITONEAL NEOPLASMS, even though frequently 
malignant, should theoretically be amenable to 
surgical excision. The majority of these tumors, being 
sarcomas, are not affected by radiation therapy. 
Excisional therapy has been difficult, if not impossible, 
until recently because of involvement of vital organs, 
the aorta and vena cava. Two cases are reported. 
The first was that of a 48 year old male, who, on 
lumbar aortography, was found to have a pressure 
defect of the aorta on the left side and a deviation 
of the aorta to the right. At operation a fist-sized 
oval retroperitoneal tumor was found, apparently 
arising in the region of the left psoas muscle, and 
eroding, but not invading, the lumbar vertebrae. 
It involved the aorta and the vena cava. Micro- 
scopic examination disclosed an undifferentiated 
sarcoma or carcinoma. The entire tumor was excised 
along with the left psoas muscle and the aorta, and 
a 2 by 1 cm. disc of vena cava was also removed. 
The aortic defect was repaired with a bifurcated 
aortic homograft which extended from 1 cm. below 
the renal vein to about 2 cm. proximal to the bifur- 
cation of the common iliac arteries. The caval defect 
was closed by a longitudinal suture. The condition 


was followed for 18 months, at which time an apparent 
recurrence was obvious. 

The second case was that of a 38 year old man with 
a year’s history of monthly episodes of vague cramp. 
like lower abdominal pain extending into the right 
flank and thigh. At operation a firm, slightly lobu- 
lated mass measuring approximately 12 cm. in its 
greatest diameter was found in the lower midab- 
dominal region, pushing the right ureter forward 
and surrounding the aorta and vena cava. Micro- 
scopic examination showed the tumor to be a leiomyo- 
sarcoma. Three weeks later the patient was reoperated 
upon. The mass was freed from the right ureter and 
the entire tumor was excised along with the abdominal 
aorta and vena cava from 2 cm. below the origin of 
the renal vessels down to the bifurcation of the common 
iliac artery and veins. The resulting defects were 
bridged with bifurcated abdominal aortic homografts 
for both the aorta and vena cava. Pain was relieved 
and the patient recovered uneventfully except for a 
transient ureteral fistula. Four months later he was 
completely asymptomatic and gained 30 pounds. 
Translurbar aortography revealed a normal arterial 
system, but a translumbar inferior vena cavagram 
revealed thrombosis apparently in the homograft 
bridging the defect in the inferior vena cava. 

There is doubt regarding the feasibility of replacing 
a segment of the abdominal vena cava by an aortic 
homograft, which may very well not only become 
occluded by thrombus but may threaten the patient 
with pulmonary emboli. Inasmuch as experience has 
shown that patients tolerate occlusion of the vena 
cava below the renal veins reasonably well, it may 


‘not be necessary to subject the patient to the risk of 


pulmonary embolization from such a vena cava graft. 
—Allan D. Callow, M.D. 


The Clinical Importance of the Terminal Branches of 
the Autonomous Nervous Elements in the Arterial 
Wall of Endangiitis Obliterans Cases (Die feinsten 
Endausbreitungen des vegetativen Nervensystems in 
den Gefaesswaenden bei Kranken mit Endangitis 
obliterans und ihre klinische Bedeutung). Hans- 
Joacutm Langenbecks Arch. u. Deut. 
aschr. Chir., 1956, 283: 291. 


THE AUTHOR discusses whether it is possible to dem- 
onstrate the pathological changes in the terminal re- 
ticulated plexus of the autonomous nerves of periph- 
eral arteries diseased by obliterative endangiitis by 
means of the Bielschowsky-Gros silver impregnation 
method. Large vessels as well as cutaneous and mus- 
cular arterioles were examined. 

A morphologically distinguishable increase in the 
number of Swann’s nuclei and a compression and 
vacuolization of the finest fibrils of the preterminal 
plexus were interpreted as a manifestation of a con- 
stant overstimulation. These changes were not diffuse 
and areas of normal structure were identified. It was 
concluded, therefore, that these changes, although 
found in many places, were not the entire cause of the 
endangiitis, but a manifestation of abnormal impulses 
from the central nervous system and affect the per- 
iphery bilaterally and symmetrically. 

A more or less hypothetical division of patients into 
three main groups was made, as follows: 
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Group 1. Those who have minimal organic vascu- 
lar changes due to an increased state of vasomotor 
stimulation. For these early diagnosis and medical 
therapy is of greatest importance. Removal of focal 
infections may be curative in such patients with mani- 
festations of the disease in the form of intermittent 
claudication with palpable peripheral pulses, pares- 
thesias, and a feeling of cold in the lower extremities. 

Group 2. Those who are in the stage of developing 
organic vascular changes such as intimal proliferation 
because of long persisting overstimulation of the auto- 
nomous nervous system, and subendothelial plasma 
protein deposits (fibrinoid necrosis). This stage is fol- 
lowed by a granulomatous proliferation with calcifi- 
cation and cholesterin deposits. In this period the pa- 
tients have intermittent claudication, bluish discolor- 
ation of the toes, but no peripheral pulses. Second and 
third lumbar ganglionectomy for the lower, and sec- 
ond and third thoracic ganglionectomy for the upper 
extremity is the treatment of choice. No histological 
changes of the peripheral autonomous system were 
demonstrated. Only in such cases can any benefit 
from sympathectomy be expected. 

Group 3. Those who have generalized disease of 
the peripheral as well as the visceral vessels. In such 
patients the ganglionic system as well as the autono- 
mous terminal branches show pathologicohistological 
changes. It is emphasized that sympathectomy may 
cause paradoxical reactions of acute decrease of the 
peripheral blood supply necessitating amputation. 
The removal of the ganglionic chain will not remove 
the vasoconstriction stimuli, but it will interrupt the 
course of necessary stimuli of the central nervous 
system. This explanation is added to the less esoteric 
explanation by Blain and Kenneth of the peripheral 
vascular deficiency due to sudden acute shunting via 
arteriovenous anastomoses. 

As the central and peripheral nervous system pre- 
sent a syncytial functional unit, the author suggests 
the possibility that the midbrain is the primary cause 
of stimuli leading to endangiitis obliterans. He be- 
lieves that pathological investigations in this direction 
might be most rewarding and lead to new therapeutic 
methods. —Karel B. Absolon, M.D. 


The Technique for End-to-End Anastomoses Between 
Artificial Grafts and Arteries with Minimal Inter- 
ruption of the Circulation. Leopotpo Dias DE 
Vittecas. Surgery, 1956, 40: 1035. 


THE AUTHOR presents a technique for performing 
rapid arterial anastomoses which involves only a brief 
interruption of the circulation. It is accomplished by 
utilizing a removable prosthesis placed exteriorly over 
an artificial graft. The technique was used first in 
experimental animals and has been applied to one 
human patient. In all instances, a dacron graft 2 
inches long was placed in the thoracic aorta. Five 
dogs were used for this experiment. The first animal 
was sacrificed 10 minutes after the operation; the 
second at one hour; the third at 48 hours; and the 
fourth at 15 days. The fifth animal was in perfect 
health 15 weeks after the operation, when the article 
was written. The grafts were examined and all ap- 
peared to function well. No vascular damage was 
found in animals sacrificed up to 2 weeks after surgery. 
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The technique was employed in one human patient 
with Leriche’s syndrome. The circulation was in- 
terrupted for only 6 minutes during the procedure. 

The method consists essentially of the use of cylin- 
drical bivalved grooved tubes, through which the 
plastic material is threaded and folded back upon the 
prostheses so that the graft ends are everted. The two 
tubes, with the graft between them, are introduced 
into the artery ends, after which a circular tie is 
placed around the artery, graft, and the removable 
prosthesis, in the region of the groove. After the tie is 
made secure, the circulation can be re-established 
and an unhurried end-to-end anastomosis performed 
between the end of the artery and the plastic material 
as the blood flows through the graft. After the anasto- 
mosis has been completed, the prosthetic device is 
broken with a sharp instrument along the previously 
made 0.5 mm. longitudinal groove The broken pros- 
thesis is then removed. 

This technique permits an everted end-to-end anas- 
tomosis between the artificial graft and arteries with 
minimal interruption of the circulation. 

— Orville F. Grimes, M.D. 


Autoplastic Anastomoses and Grafts in Occlusion of 
the Common and External Iliac Arteries (Modalita’ 
e tecniche mediante anastomosi ed innesti autoplastici 
arteriosi per ripristinare nell’uomo il circolo assiale 
dell’arto inferiore nelle occlusioni delle arterie iliaca 
comune ed esterna). L. MENGHETTI and L. CILLo. 
Chir. pat. sper., 1956, 4: 1043. 


THE AUTHORS performed experiments on dogs and 
then carried on the same surgical procedures on adult 
cadavers. The immediate results in the dogs were 
good. However, the long term results were poor be- 
cause of the frequent thromboses which occurred in 
spite of heparinization. In the cadavers the procedures 
were carried on with ease. The authors believe that 
on the basis of the results obtained the procedures can 
be carried out on human beings. 

The techniques proposed are as follows: (1) for 
obstruction of the external iliac artery, an anastomosis 
of the right to the left hypogastric artery; (2) for 
obstruction of the common iliac artery, an anastomosis 
of the hypogastric with the contralateral external iliac 
artery; (3) for obstruction of the common iliac and the 
external iliac arteries, an anastomosis of the hypo- 
gastric with the contralateral external iliac artery by 
means of an autoplastic graft derived from the distal 
hypogastric artery; (4) for a small obstruction of the 
common iliac artery at its beginning, an anastomosis 
between the hypogastric and the contralateral com- 
mon iliac arteries, and (5) for an obstruction of the 
first portion of the external iliac artery, an anastomosis 
of the hypogastric with the external iliac artery on the 
same side. —Lucian J. Fronduti, M.D. 


Vein Transplantation and Thromboarteriectomy as 
the Treatment of Intermittent Claudication (Venen- 
transplantation und Thromboendoarteriektomie als 
Behandlung der Claudicatio intermittens). R. Kautz- 
ky and Fr. Brussatis. Langenbecks Arch. u. Deut. 
aschr. Chir., 1956, 283: 375. 


THE AUTHORS, of the Neurological Department of the 
University of Hamburg, Germany, discuss the treat- 
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Collateralen.- 


Fic. 1 (Kautzky, Brussatis). Semischematic presenta- 
tion of vein transplantation in obstruction of the femoral 
artery. Left, Condition before operation. The popliteal 
artery is filled from several collaterals. Right, The ob- 
struction is bridged by a freely transplanted vein. The 
collaterals are no longer visualized in the arteriogram. 


ment of intermittent claudication by vein transplan- 
tation and thromboendarteriectomy. They treated 88 
patients with marked claudication with this method 
and describe the technique and the early and late 
results. 


Fic. 2. A—D, Schematic presentation of end-to-side 
anastomosis. A, If the end of the vein is not branched the 
vein is sliced. B, Use of bifurcation. Broken line in 7 and 
3 indicates the incisions. C, Incisions in an unbifurcated 
end to imitate the advantages of bifurcation. D, Poor 
technique with the formation of stenosis (arrow) caused 
by tightness of the first suture. 


In thrombosis of the femoral artery the vessel is 
always bridged in its entire length, from the inguinal 
ligament down to the popliteal region, without regard 
to the extent of the obliteration. The saphenous vein, 
usually of the affected leg, is exposed in its entire 
length, from the fossa ovalis to the region of the knee, 
and, if possible, with the inclusion of a bifurcation at 
the distal end. After double ligation of all the branches 
the vein is ligated at both ends, taken out, rinsed with 
a 0.1 per cent heparin solution, and put in a con- 
tainer with 2 per cent novocain solution. The sheath 
of the sartorius muscle is opened closely above the 
knee joint, the muscle is pulled to the medial side, and 
the popliteal artery is exposed and isolated up to its 
emergence from the adductor canal. The artery must 
be isolated for at least 5 cm. Then the femoral artery 
is exposed very close to the inguinal ligament and dis- 
sected down to the emergence of the arteria profunda 
femoris. Both arteries are elevated from their bed with 
a linen ribbon. The femoral artery is isolated 7 cm. 
distally to the profunda femoris and at this place 
elevated with another linen ribbon. A tunnel is bored 
inside the sartorius loge with a long forceps and a 
ribbon is inserted to mark the tunnel. Then the middle 
portion of the skin incision between the femoral and 
popliteal arteries is closed with subcutaneous and cu- 
taneous sutures. Before implantation of the vein, from 
80 to 100 mgm. of heparin are infused and the clotting 
time is determined every 5 to 10 minutes. A clotting 
time of 20 to 30 minutes should be reached before the 
implantation is performed. Because of the vein valves 
the vein is implanted so that the peripheral end is 
inserted end-to-side in the femoral artery, and the 
proximal end in the popliteal artery. The technique 
of preparing the vein for implantation is described in 
detail. It is desirable to use a bifurcation for the site of 
implantation. 

In the second part of the article the technique of, 
and indications for, thromboendarteriectomy are dis- 
cussed. Of the various techniques described in the 
literature the authors use only the method of Cid dos 
Santos to recanalize the artery from several short 
longitudinal incisions. The obliterated portion of the 
artery is exposed in its entire length. Heparin infusion 
is started, and two incisions 2 cm. in length are made 
at the proximal and distal ends of the obliteration. 
The distance between the incisions should not exceed 
from 7 to 10 cm. If the thrombosed portion is longer 
than this, additional incisions are made. The throm- 
bus is separated from the arterial wall with a probe 
and extracted in one or more pieces. In most cases it 
is advisable to pass the probe between the media and 
intima of the arterial wall and to remove the intima 
together with the thrombus. A similar technique is 
used in obstruction of the common or external iliac 
arteries. Recanalization of the external iliac artery 
should be attempted only if the site of emergence of 
the profunda femoris artery is free. Otherwise the 
danger of a new thrombus formation at the bifurca- 
tion is too great to warrant performing an endar- 
teriectomy. 

After the intervention pulsation and oscillometry 
produce gradual improvement and the optimum con- 
dition is reached in only about 3 weeks after the 
operation. 
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Fic. 3. Left, Typical obstruction of femoral artery be- 
fore operation. Right, Several weeks after vein trans- 
plantation. Arrows, Sites of anastomoses. 

Fic. 4. Semischematic reproduction of thromboend- 
arteriectomy of the iliac artery. 

Fic. 5. Left, Angiogram taken about 2 weeks after suc- 
cessful vein transplantation. Right, Renewed stenosis at 
the proximal end of the transplant 6 months after oper- 
ation. 


Altogether 88 operations were performed by the 
authors; 46 of these were vein transplantations, and 
26 were thromboendarteriectomies of the femoral and 
popliteal arteries, and 16 of the iliac arteries. The re- 
sults are tabulated and analyzed in detail. Two pa- 
tients died shortly after surgery. In 80 per cent of the 
others, the early results were excellent; the patients 
were free of complaints, pain and claudication ceased, 
and oscillometry gave normal readings (25 to 35 mm. 
Hg). The late results, however, were less encouraging. 
In vein transplantations the transplant had remained 
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pervious after 70 per cent of the successful operations 
one year after the intervention, and after 3 years only 
50 per cent had remained pervious. In throm- 
barteriectomies of the femoral and popliteal arteries 
the late results were even poorer. Although the early 
results showed 80 per cent success in these cases, only 
20 per cent of the transplants were pervious after one 
year, but after 2 years all were obliterated. In arte- 
riectomies of the iliac arteries 80 per cent of the trans- 
plants were primarily pervious, 65 per cent remained 
open after 1 year, and 50 per cent after 2 to 3 years. 
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This comprehensive treatise includes interesting 
histological findings that were seen at autopsy; it 
should be studied in the original. 

— Werner M. Solmitz, M.D. 


Diagnosis and Surgery of High Pressure Venous 
Leaks in the Leg; A New Overall Concept of Sur- 
gery of Varicose Veins and Venous Ulcers. F. B. 

OcKETT. Brit. M. 7., 1956, 2: 1399. 


PROPER TREATMENT Of varicose veins and venous 
ulcers depends upon the understanding of the physiol- 
ogy and anatomy involved. The venous return from 
the legs in the standing position depends almost en- 
tirely upon muscular activity, especially the calf 
pump. Venous pressures on standing are equal in the 
superficial and deep veins, but on walking the pres- 
sure in the superficial veins falls almost to zero. 
Under these circumstances radiopaque material in- 
jected into the superficial veins about the ankle is 
seen to enter the deep circulation low in the leg, 
and very little ascends the limb by way of the great 
saphenous vein. The function of the perforating vein 
valves is to prevent reflux outward into the super- 
ficial system during contraction. Incompetency of 
these valves results in a high pressure leak. Such a leak 
high in the leg transmits a pressure of 40 to 50 
millimeters of mercury but low in the leg it may 
be 100 millimeters of mercury transmitted directly 
to the venous tree about the ankle in an “explosive” 
effect. 


The great saphenous vein trunk itself is a strong 
muscular structure and, although it may become 
dilated, it almost never becomes tortuous as do its 
thin-walled tributaries. This is the reason that the strip. 
per passes up the main trunk even in the more ad- 
vanced cases. As long as the ankle perforator veins 
remain competent, the increased pressure is “drained 
off” into the calf pump. However, if one of the ankle 
perforators also becomes incompetent, serious ulcer. 
ation and induration occur. 

There are usually three of these perforators on the 
medial side and one on the lateral. With valve incom- 
petency these short, wide veins constitute a high 
pressure leak at the bottom of the calf pump, pro- 
ducing dilated venules and some swelling. The next 
effect may be the appearance of either of two typical 
lesions: (1) in the thin leg, a scaly, itchy, dry eczema 
over the ankle area, or (2) in the fat cold leg, a hard 
indurated plaque which is red, hot, and tender in the 
early stages. This is an area of fat necrosis. Both of 
these lead to the formation of ulcer which, far from 
being ischemic, is hyperemic. It overlies a honey- 
comb of dilated venules which acquire an increased 
arterial supply as time goes on until this venous 
“‘sump” under the ulcer can be shown equally well 
by an arteriogram or a venogram. 

The treatment of these leaks is ligation flush with 
the deep vein and stripping of the varicose vein, plus 
flush ligation of the coexisting perforator leaks. 

—David T. Petty, M.D. 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Combined Intestinal Aspiration and Feeding; a 
Method of Resting Injured or Diseased Segments of 
the Alimentary Canal with Particular Reference to 
Anastomoses and Fistulas, A. M. N. Garpner. Brit. 
J. Surg., 1956, 44: 156. 


THE AUTHOR has had considerable experience on the 
use of concentrically arranged plastic tubes for feed- 
ing, for suction after operations, and for injuries of the 
alimentary tract. The larger tube used for suction is 
made of polyvinyl chloride with a 5 millimeter bore 
and a7 millimeter diameter. At least 9 holes are present 
along the distal segment of this tube. The feeding 
tube which lies within the lumen of the suction tube 
is also constructed of polyvinyl chloride and has a 1.6 
millimeter bore. The smaller tube prevents collapse of 
the surrounding suction tube but the latter may be 
hardened by immersion in ether for 2 to 4 hours. 

This double tube arrangement has worked admir- 
ably in treating intestinal fistulas by suction at the 
fistula site, with simultaneous feeding via the small 
tube into normal intestine beyond the fistula. The first 
step is to pass the smaller lumen plastic tube via the 
nose into the stomach. A mercury-laden finger-stall 
is useful for this maneuver. After the tube is in the 
stomach the patient is sat upright for an hour to get 
the bag into the pyloric antrum. When the tube has 
reached the pyloric antrum the patient is laid on the 
right side for 2 or 3 hours. When the tube arrives in 
the duodenum (checked by x-ray examination) more 
tube is passed and the patient is laid on the left side 
to carry the bag over the vertebral column. Hereafter 
passage down the small bowel is rapid. When the tube 
is well beyond the diseased or injured area it is marked 
with a thread and the larger plastic tube is lubricated 
internally and threaded over the smaller tube. The 
side holes of the larger tube are marked with radi- 
opaque metal clips to facilitate positioning of this tube 
under x-ray control. It is possible with this arrange- 
ment to maintain constant suction at a fistula site and 
at the same time feed the patient. 

The author has found this method most useful in 
treating anastomotic leaks or fistulas following total 
gastrectomy and partial esophagectomy, after partial 
gastrectomy, and after operations on the duodenum. 
Many interesting case histories are included which 
support the use of this method. The method is useful 
also in treating patients prophylactically, e.g., as after 
injury to the esophagus when performing vagotomy. 
The esophagus is repaired and the tubes appropriately 
placed prior to closure. —Lloyd D. MacLean, M.D. 


Long Survival Time of Skin Graft from Mother to 
Male Child; with Biopsy Section of Skin Graft 
Taken 20 Days After Transplantation. Lynpon A. 
Peer. Plastic & Reconstr. Surg., 1956, 18: 169. 


IT HAS BEEN SHOWN experimentally that fetal mice or 
chicks treated with living homogenous cells were af- 
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fected in such a way that, when they grew up, they 
were partially or completely tolerant to skin grafts 
transplanted from the animal that provided the fetal 
inoculum. When the tolerance was complete, the skin 
homografts behaved exactly like autografts. 

Although it has been assumed that the tissues of the 
neonatal or young infant behave differently from those 
of the embryo, it seems possible that this change might 
not be a sudden one, and that the injection of whole 
blood from a parent to a young infant might render 
the infant tolerant to tissues from the same parent. 
Therefore, the author sought to test this concept in an 
experimental case. 

A male infant, 3 weeks old, was crossmatched with 
both parents and 2 c.c. of whole blood from the mother 
were injected intramuscularly into the child’s buttock. 
Both the mother and the child were O-positive. Sixty- 
nine days later, during the time of operation for repair 
of the child’s cleft lip, a full-thickness segment of skin 
was excised from the area behind the right ear and dis- 
carded. Then under local anesthesia a moderately large 
full-thickness skin graft was removed from a similar 
area behind the right ear of the mother and trans- 
planted to the prepared area in the child. 

The graft was dressed 5 days after transplantation 
and had the normal pink color of a successful take. In 
20 days the homograft had undergone a moderate de- 
gree of contraction since it had been transplanted in 
the fold of the ear, but it could still be distinctly visual- 
ized by the scar outline joining it with the child’s own 
skin. On the twentieth day a large full-thickness biopsy 
section was removed with a circular biopsy instrument 
in such a manner that the segment removed was from 
within the graft, being surrounded entirely by graft 
tissue. The area that the biopsy was removed from 
epithelized uneventfully and apparently the epitheliza- 
tion occurred from the proliferation of the transplanted 
homogenous epithelial cells. This is taken as good evi- 
dence of viability. Examination of the basal layer of 
epidermal cells in the grafted skin showed that these 
cells had the characteristic concentration of chromatin 
material beneath the nuclear membrane which has 
been demonstrated to differentiate female skin from 
that of the male. The child, being a male, did not have 
this characteristic concentration of chromatin beneath 
the nuclear membrane of the basal epidermal cells. 
This indicated that the grafted skin was female skin 
and therefore could not be replacement skin from the 
male child’s tissues. 

The infant was discharged from the hospital on the 
fifty-fourth day following the skin transplantation. 
Subsequently, in the follow-up of the case at the St. 
Barnabas Rehabilitation Center, Newark, New Jersey, 
the homogenous skin graft appeared like an autograft 
110 days after transfer. 

Thirteen infants have been injected with matching 
blood from a parent at various intervals of time before 
transfer of homogenous skin. In one of the uninjected 
infants, 21 days old, an exchange of full-thickness skin 
was made between the father and the child. When both 
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ears were exposed 5 days after transplantation, the 
child’s skin behind the father’s ear was a complete 
initial take. Half of the father’s skin grafted to the 
child’s ear was also an initial take, but both transplants 
were rejected 9 days after transplantation. 

Gamma globulin levels were obtained in both chil- 
dren. The infant with the successful skin homograft 
from its mother was 3 months old at the time of graft- 
ing and his gamma globulin level was 3.1 per cent. The 
infant who rejected the homograft from its father at 9 
days was 3 weeks old at the time of grafting and had a 
gamma globulin level of 12.6 per cent. It is believed 
that the infant normally derives antibodies and gamma 
globulin by placenta transfer from the mother, and 
during the first few weeks the levels are within normal 
limits. During the first 2 or 3 months there is a steady 
decrease in gamma globulin, which is believed to reach 
adult levels in most cases when the infant is about 2 
years of age. —F. W. Pirruccello, M.D. 


The Neglected Free Fat Graft. Lynpon A. PEER. Plastic 
& Reconstr. Surg., 1956, 18: 233. 


THE TRANSPLANTING of human fat was first under- 
taken in 1893 and practiced with some success in the 
1920’s. Since then it has been neglected. The author 
reports on a questionnaire he mailed to many (exact 
number not stated) of the leading plastic surgeons in 
the world, of whom 187 replied. Seventy-three indicat- 
ed that they did not use free fat or dermal-fat grafts. 
Some, at one time or another, had tried to transplant 
fat but had become discouraged. Others following the 
advice of senior mentors had never made the attempt. 

Of the surgeons who indicated that they did employ 
free fat grafts, all expressed a preference for trans- 
planting fat tissue with the dermis attached. The 
preferred donor sites included the abdominal wall, the 
buttocks, and the thighs. Generally, after the removal 
of only a small graft the donor area was closed pre- 
ferably by direct approximation. After removal of 
larger grafts the donor area preferably was covered 
by reapplication of the surface epidermis. 

The author employs a dermatome to remove the 
surface epidermis. Then, the segment of dermis with 
attached underlying fat is removed by sharp dissection 
with a knife. Better results are obtained if initially 
the fat is merely undermined and a delay of at least 
one month is permitted before finally removing and 
transplanting. 

To establish the viability of fat transplants the au- 
thor has performed 60 experiments involving the 
autotransplantation of human fat beneath the anteri- 
or rectus sheath, where normally there is no fatty 
tissue. Subsequent removal has permitted the author 
to demonstrate through the microscope the presence 
(by the fourth day) of vascular anastomoses between 
the vessels of the autograft and the vessels of the host. 
There is a loss of fat of about 50 per cent both by 
weight and by volume. The remainder, however, 
does survive. By the eighth month it appears as normal 
adipose tissue except for occasional scattered walled- 
off cysts which contain free lipid from the fat cells 
that failed to survive. 

In clinical application, the host site must be well 
supplied with blood vessels but also surgically dry. 
Antibiotics are advised both prior to surgery and 


afterward. Infection spells failure and it is managed 
by early drainage. The entire graft will probably be 
extruded but after control of the infection another 
try can be made with a good chance of success. Im. 
mobilization is best for at least 10 days postoperatively, 

For a month prior to grafting, the patient is re. 
stricted to a fat-free reducing diet. This is intended to 
insure the presence throughout the body of synthe- 
sized fat (from carbohydrate and protein) and the ex. 
clusion of exogenous, recently-ingested fat. The former 
is conceived as being less irritating to the host’s tissues 
than the latter should some of the graft cells break 
down and release their lipid. 

The author reports an overall 80 per cent incidence 
of satisfactory results and no failures when the graft 
was delayed one month or longer prior to use. Fat 
grafts have been used for the hemiatrophied face, 
atrophic lower legs and arms, and small breasts with 
loose, sagging skin. — Everett Shocket, M.D. 


Studies on Postoperative Body Weight Loss. ALBERT 
and Joun Lance. Ann. Surg., 1956, 144: 


THE RATE of postoperative weight loss has been de- 
fined as the grams lost per day per kilogram of the 
basal preoperative weight. This report concerns 68 
afebrile patients without notable hormonal or meta- 
bolic disorders. The intensity of the surgical trauma 
was gauged as minimal, moderate, or severe, depend- 
ing primarily on the extent of tissue damage and the 
duration of the operation. 

The duration of postoperative weight loss is gener- 
ally directly proportional to the intensity of the 
trauma. In cases of minimal trauma, weight loss 
ceased by the second postoperative day; after moder- 
ate trauma, cessation occurred in from 1 to 14 days; 
but after severe trauma, weight loss continued from 6 
to 28 days. In the latter group, weight loss after the 
fifth day approximated 4.5 grams per day per kilo- 
gram of basal preoperative weight. 

The percentage of body weight loss was-directly 
proportionate to its duration, with a range of 4.5 per 
cent for 10 days to 13.5 per cent for 30 days, relative 
to the basal preoperative body weight. 

All the 26 severely traumatized patients continued 
to lose weight after parenteral feedings were discon- 
tinued; the nutritional regimen did not immediately 
influence the duration of weight loss. 

Postoperative weight loss continued longer for 
heavier than for lighter patients. Data suggest that, 
following trauma of nearly uniform intensity, women 
lose weight at greater rates for shorter periods than 
do men. — Edward M. Miller, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Necessary Compromises in the Therapy of Burns 
Sustained in Nuclear Warfare. Ropert D. 
_ and Curtis P, Artz. 7. Am. M. Ass., 1956, 162: 


THE HORDES of burn casualties that might be expected 
following the use of nuclear weapons will necessitate 
many compromises with the ideal care of burns. 
Evaluation of various techniques in therapy indicate 
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the feasible compromises for the optimum care of pa- 
tients under such disaster conditions. 

The most important period is the initial phase when 
life-saving measures will have to be effected. These 
include the collecting and sorting of casualties, com- 
bating shock, and insuring survival of the maximum 
number until they can reach an area where more def- 
inite medical care may be availabie. 

The second major phase consists of whole blood 
therapy, nutritional support, and grafting. A full- 
thickness burn involving 45 per cent of the body sur- 
face in a relatively young and healthy person will re- 
sult in a 50 per cent mortality rate under ideal con- 
ditions. In a disaster situation a patient probably will 
die if the total second and third degree burns should 
involve more than 40 per cent of his body surface. 
Such casualties would be placed in the category re- 
ceiving “expectant treatment” consisting mainly of 
adequate doses of morphine (if available) and being 
placed in the lowest priority group for evacuation and 
definitive therapy. Major efforts by available person- 
nel should be directed toward those having 15 to 40 
per cent involvement. Casualties with less than 15 per 
cent involvement should be discharged to self-care, 
providing their injury permits ambulation and does 
not interfere with vision. 

Intravenous therapy on a large scale will be virtually 
impossible. Replacement solutions will have to be 
given orally. Three grams of salt with 1.5 grams of 
sodium bicarbonate in 1 liter of water is effective re- 
placement therapy. Unless a burn is very deep, those 
involving less than 40 per cent of the body surface can 
be treated initially without whole blood. The anemia 
that usually develops can be treated later. Antibiotics 
will be given orally and can be managed easily by 
self-care patients. Therapy with a broad spectrum 
antibiotic is particularly directed against the beta 
hemolytic streptococcus. Generalized antitetanus ther- 
apy in unimmunized casualties will probably be im- 
possible. Likewise, high-protein-containing food will 
be difficult to provide for large numbers of persons. A 
high protein powder packet might be feasible. 

Almost all disaster type burns will have to be treated 
by the exposure method because few dressings will be 
available. In cold areas blankets or some sort of cover- 
ing must be provided. Dressings should be utilized on 
patients most likely to benefit from them. 

Cadaver homografts would seem to be a useful 
means of providing protection against protein and 
electrolyte depletion and also against infection when 
adequate autografts are inadequate. Efforts should 
be made to secure the maximum possible coverage of 
burned areas with a single grafting procedure. 

—Sheldon Oscar Burman, M.D. 


Is Skin Homografting Necessary? A Re-examination 
of the Rationale for Auto: rafting or Homografting 
of Cutaneous Injuries and a Preliminary Report on 
the Action of Plastic Dressings. THEODORE GILLMAN, 
MicHaEL Hatuorn, and Jack Penn. Plastic @ Re- 
constr, Surg., 1956, 18: 260. 


Tue NEED for homografts of skin as the immediate 
“dressings” in the emergency treatment of extensive 
burns and other excised wounds is reappraised by 
these workers in Johannesburg, South Africa. 
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Grafts are customarily recommended for the follow- 
ing various reasons: (1) to provide emergency coverage 
of denuded surfaces so as to reduce fluid loss, diminish 
pain, prevent infection, and avoid shock; (2) to pre- 
vent deforming scars and contractures; and (3) per- 
haps to expedite healing in some undetermined way. 

While there is general agreement that autografts of 
skin profoundly influence the rate of healing and the 
degree of contracture, the mechanisms whereby these 
effects are achieved remain obscure. There is evidence 
that the dermal component of a graft plays a critical 
role. Thus, wounds covered by just an epithelial auto- 
graft (no dermis present) will undergo significant con- 
tracture. In this regard there is some evidence that in 
its ultimate sloughing, the routine homograft, applied 
as an emergency “dressing,” frequently loses its epi- 
thelium first. The dermal component apparently per- 
sists for a longer time and in that period suppresses 
hypertrophy of the granulation tissue. 

In rabbits studied during 120 days of healing after 
full-thickness-loss excision the authors found that cor- 
tisone distinctly retarded the formation of granulation 
tissue, but that it did not markedly inhibit epithelial 
regeneration or prevent ultimate complete contracture. 

During the course of these studies the salubrious 
effect of a plastic dressing was noted. Full-thickness 
defects down to the fascia were surgically produced on 
each side of 3 rabbits. A metal stamp assured uni- 
formity of dimensions. One side was dressed with 
petrolatum-tulle-gras, the other side with a telfa plastic 
dressing. Antibiotics and immobilization with plaster 
of paris completed the therapy. 

For the first 11 days, granulations in the center of 
the telfa-dressed wounds were virtually suppressed. 
After that time suppression was less marked. Epithelial 
hyperplasia, that is, thickening of the wound edge, 
was almost completely eliminated. Most important of 
all contracture was markedly delayed. 

Until homografts can be transplanted and be made 
to survive permanently as homovital tissue, their only 
unique value is their ability (due to the dermal com- 
ponent) to suppress granulations. Elimination of pain, 
of shock, and of infection, as well as reduction of fluid 
loss can be achieved by simpler and less expensive 
means. The possibility of developing a synthetic dress- 
ing which can, in addition, successfully suppress granu- 
lations is the goal sought. Plastic dressings seem to ap- 
proach this ideal. — Everett Shocket, M.D. 


The Problem of Infection. WALSH 
McDermott. Brit. M. 7., 1956, 2: 837. 


THE THREE PRINCIPLE diseases involving bacteria, 
which are the most prominent in the United States, 
are: (1) those produced by bowel flora, (2) by tubercle 
bacilli, and (3) by staphylococci. These three groups 
of diseases have a number of features in common; 
above all they share in the fact that harboring of the 
parasite is commonplace, but disease is rare. The 
chief problem is not driving the invaders out, for, at 
least as far as staphylococci are concerned, they are 
present virtually since the birth of the host, but dis- 
covering what is amiss in the nature of the host-mi- 
crobe relationship. 

The staphylococcus is ubiquitous but highly variable 
and individualistic in terms of behavior and ability 
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to initiate disease. Its mere presence in a wound is no 
indication that the lesion and the microbe are neces- 
sarily related. Thus, open wounds in open wards are 
seldom a suitable object for the study of staphylococcic 
infections and disease. Some of these lesions are in- 
deed related to the staphylococci cultured from them. 
Rather, this type of study should be limited to those 
lesions which have never shown external drainage at 
the time of first culture, and to the infections ac- 
companied by bacteremia. 

It is further noted that most of the large-scale clini- 
cal investigations on drug-resistant staphylococci are 
not concerned, unfortunately, with the staphylococcic 
disease at all, but have to do with something quite 
different—the healthy carriers of staphylococci. A 
penicillin-sensitive staphylococcic infection virtually 
never becomes drug-resistant during therapy. 

Neither the population at large nor the hospital 
population are experiencing any greater exposure to 
staphylococci than occurred a decade ago, nor have 
strains of appreciably enhanced pathogenicity become 
more prevalent. There is a marked tendency for per- 
sons to be either persistent carriers or persistently free 
from nasal Staphylococcus aureus. There has been 
one marked apparent change for the better: the disease 
of primary hematogenous osteomyelitis has virtually 
disappeared. Hospital-induced infections due to staph- 
ylococcus are apt to be more serious, however, than 
those induced by an ordinary nasal carrier, since the 
former are likely to have come from a disease-produc- 
ing strain. 

It is the author’s conclusion that modern therapy 
has as its concomitant effect the lowering of the pa- 
tient’s resistance to staphylococci. Such therapeutic 
agents include insulin, the surgical operations of gas- 
trectomy, splenectomy, and pulmonary partial resec- 
tion, cortisone and the corticoids, antibiotics, x-ray 
irradiation, anticoagulants, antihistaminics, and re- 
peated venipunctures and skin punctures. The only 
practical means of coping with this problem appears 
to lie in the realm of nearly perfect aseptic techniques, 
fewer venipunctures, and the finding of means for in- 
creasing bodily defenses against staphylococci. 

—Sheldon Oscar Burman, M.D. 


The Transmission of Staphylococcus Aureus. RONALD 
Hare and C, G. A. Tuomas. Brit. M. 7., 1956, 2: 840. 


A HIGH PERCENTAGE of the members of hospital staffs 
are nasal carriers of penicillin-resistant Staphylococcus 
aureus. Some of the strains of staphylococci are re- 
sponsible for sporadic infections of clean operative 
wounds, and for outbreaks of conjunctivitis, mastitis, 
and pemphigus neonatorum. Little is known about 
the actual transfer of infection from the nasal passages 
and from boils, styes, or acne pimples of persons har- 
boring the staphylococcus to those who do not. 
Experiments were devised by the authors which 
demonstrate several conclusions. Expulsion by drop- 
lets from the nostrils under ordinary circumstances is 
probably not an important factor in the transmission 
of staphylococcal disease in hospitals. Excretion in the 
feces of the staphylococcus is likewise not important 
in this respect. Demonstrable nasal carriers have been 
found to have viable organisms on many sites of skin 
and clothing such as coat, pocket, handkerchief, 


trouser leg, shirt, and socks. Noncarriers do not gener. 
ally show this wide distribution of viable staphylococci, 
Thus, the majority of such foci must come from the 
carrier’s nose. Even from the naked skin of carriers, 
organisms are liberated via air currents during exer. 
cise. However, an even richer source than his skin js 
the clothing of a carrier whether it be on the body of 
the carrier or hanging by itself. The gowns worn over 
ordinary clothing in an operating theater do not im- 
prison the organisms on their clothing to any extent. 
Finally, some carriers contaminate the atmosphere 
in their neighborhood with much larger numbers of 
Staphylococcus aureus than the majority of carriers, 
These carriers are the most important common source 
of infection in a hospital environment, and more im- 
portant than a person suffering from a minor degree 
of skin sepsis. — Sheldon Oscar Burman, M.D. 


The Prophylaxis of Tetanus and Gas Gangrene. Joun 
D. MacDoucatt. Surg. Clin. N. America,'1956, 36: 
1395. 


Gas GANGRENE is caused by several clostridial organ- 
isms all of which are anaerobic and spore-forming. 
Their natural habitat is in the intestines of animals, 
including man, and in fertilized soil. ‘These microor- 
ganisms occur in relatively clean wounds in which 
they are saprophytic only, but may become patho- 
genic when they are introduced in large numbers, 
when foreign bodies are present, or when there is de- 
vitalized tissue, particularly muscle. Under these con- 
ditions, the infection becomes highly invasive. Clos- 
tridium tetani, on the other hand, is not invasive but 
remains at the original site of entrance. 

Early wound surgery is most important in the pre- 
vention of clostridial infection. Débridement of all de- 
vitalized tissue and foreign material must be performed 


- and the wound freely irrigated. If the wound is grossly 


contaminated with foreign material or contains large 
amounts of devitalized tissue, it should be left open 
after débridement. Delayed suture can be performed 
in most cases after 4 to 7 days. 

Penicillin is effective against clostridial organisms; 
however, wounds containing clostridium often also 
contain gram-negative bacilli which liberate penicil- 
linase locally, thus limiting the effectiveness of this 
antibiotic. 

Active immunization against tetanus provides the 
best immunologic protection with the least attendant 
hazard. The alum-precipitated tetanus toxoid is pre- 
ferred for basic immunization. Two basic immuniza- 
tion doses are given 1 to 2 months apart, and a third 
booster dose is given one year after the first dose. When 
a wound is sustained at any time after the first 2 basic 
immunization doses a booster dose is indicated, and 
for this, fluid toxoid is preferable as it is more rapidly 
absorbed. Active immunity can be recalled by a 
booster dose of tetanus toxoid for at least 4 years and 
probably longer. , 

For passive immunization, horse serum antitoxin is 
used. This carries with it a danger of anaphylactic re- 
action which has been variously estimated at from 1 
in 200 to 1 in 50,000 administrations. The immediate 
anaphylactic reaction can largely be prevented in this 
way. It is believed that 3,000 to 5,000 units of antitoxin 
constitutes an effective dose. Active immunization of 
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patients receiving antitoxin should always be under- 
taken after about 30 days. Patients sensitive to the 
horse serum preparations may be given bovine anti- 
toxin. —Alan Thal, M.D. 


Nonbacterial Regional Lymphadenitis “Cat Scratch 
Fever”; Evaluation of Its Surgical Treatment. 
WitrreD T. SMALL and Ronatp C. SnirFen. NV. Eng- 
land J. M., 1956, 255: 1029. 


THE CLINICAL manifestations of “cat scratch fever” are 
briefly as follows: the patient usually has sustained a 
sratch or bite from a cat, in about one half of the 
patients a skin papule or pustule develops, and re- 
gional lymphadenitis develops in 4 days but may be 
delayed as long as 7 months. The conglomerate mass 
of lymph nodes is usually painful, frank suppuration 
may occur, and concomitant systemic symptoms also 
may occur. The lymph nodes may remain persistently 
enlarged for from 2 weeks to 6 months. 

An intradermal antigen is available and it is antici- 
pated that the disease will be diagnosed with increas- 
ing frequency as this antigen becomes generally 
available. Although the disease is self limited, it pre- 
cludes participation in ordinary activities and may 
lead to prolonged debility. 

Seven cases are presented in which the involved 
mass of nodes was excised or should have been ex- 
cised. The criteria for operation must be strict, since 
the disease is self-limited. One must be certain of the 
diagnosis and must be aided by the findings of the 
history, physical examination, and the results of 
the intradermal antigen test. To justify surgical exci- 
sion of the nodes, the patient should have had symp- 
toms for several weeks and be unable to carry on his 
normal activity. A good cosmetic result must be assured 
and the procedure limited to a single group of ab- 
scessed nodes. Total excision and primary closure 
are preferable to drainage. —John 7. Bergan, M.D. 


ANESTHESIA 


Adjustable Respiratory Valves Offering Low Resist- 
ance to Flow of Gas. HENNING RuBEN and HoLcER 
Hesse. Anesthesiology, 1956, 17: 782. 


Tus stupy was undertaken to investigate the factors 
controlling the operation of low resistance of respira- 
tory valves in which gas flow is limited to one direc- 
tion. The model used consisted of a tube with a built- 
in valve seat. It includes a valve disk mounted on a 
stem which slides through fixed bearings, and a spring 
designed to automatically close the valve when the 
gas flow is stopped. The drop in pressure between the 
inlet and outlet sides of the valve is used as a measure 
of the resistance of a valve to the flow of gases. 

The valve resistance caused by the impedance to 
gas flow of the valve-seat orifice and valve disk could 
be reduced to about 1 mm. of water by designing the 
valve with these dimensions: 1.4 cm. for the diameter 
of the valve seat orifice, 1.7 cm. for the diameter of 
the valve seat disk, 2.4 cm. for the inside diameter 
for the tube, and 0.35 cm. for the valve stroke. 

The valve described was of a small, light-weight 
design which presents a negligible resistance to the 
flow of gases, regardless of its physical orientation. 

— Mary Karp, M.D 
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The Effective Mechanisms of Peridural Anesthesia 
(Die Wirkungsweise der Periduralanaesthesie). KARL 
Lupwic ScHOoBER, WOLFGANG BENDER, and MANFRED 
Mevumann. Langenbecks Arch. u. Deut. &schr. Chir., 1956, 
283: 561. 


THE PuRPOSE of the studies undertaken by the authors 
(from the University Clinic in Halle) was to learn 
more about the mechanisms that bring about the 
effect of peridural anesthesia, in particular, where 
and how this effect is exerted. 

Two series of experiments were carried out in 
humans and dogs, respectively. In the first, the con- 
centration of pontocaine in the cerebrospinal fluid of 
patients following peridural injection of 1.5 or 0.5 
per cent pontocaine (in periston or blood) was deter- 
mined. The following results were obtained: 
(1) pontocaine was present in the cerebrospinal fluid 
after every peridural application, with the possibility 
of a leakage of pontocaine through the dural puncture 
hole being excluded by means of the fractional with- 
drawal of the cerebrospinal fluid and pontocaine 
assay of the fractions; (2) no definite relation was 
found between the concentration of pontocaine in 
the cerebrospinal fluid and the quality of anesthesia; 
(3) in obese patients the pontocaine concentrations 
in the cerebrospinal fluid were lower than in lean 
patients and (4) with increasing age higher concentra- 
tions were found. 

The second series of experiments served to study 
the path the anesthetic takes to reach the receptive 
organ, the nerve root. Pontocaine and methylene blue 
were administered by peridural injection to dogs 
under ether anesthesia. Laminectomy and removal of 
5 to 6 segments of spinal cord in its dura were then 
done in vivo (the animal was heavily anesthesized), 
and after exsanguination of the animal the remaining 
spinal cord was also removed. Immediate fixation 
was begun, and after complete fixation the specimens 
were examined macroscopically and microscopically. 
It was found that the medium was distributed farther 
in the peridural fat than in the dura, and that it ex- 
tended farther cranially than caudally. Distribution 
was not influenced by forced injection nor by prior 
injection of normal saline. From the evident pattern 
of distribution of the medium in the peridural fat, 
the visceral and parietal dura, the arachnoid, and 
the spinal nerve roots, the following conclusions were 
reached: (1) transdural diffusion of the anesthetic is 
possible, and (2) the agent reaches the nerve root by 
way of tissue connections (arachnoid) rather than by 
way of the cerebrospinal fluid directly (the fluid was 
never blue). This finding, according to the authors, 
explains the fact that there is no relation between 
the cerebrospinal fluid concentration of pontocaine 
and the quality of anesthesia. 

—Fritz H. Moser, M.D. 


Anesthesia for Pediatric Surgery. Wittiam O. Mc- 
Quiston. Surg. Clin. N. America, 1956, 36: 1441. 


PREOPERATIVE PREPARATION and premedication are 
no less important in the pediatric age group than in 
the adult. The authors prefer morphine and scopo- 
lamine to lower the metabolism and reflex irritability, 
reduce the mucous secretions, prevent apprehension, 
and minimize vagal reflexes. Since dosage varies with 
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TABLE I.—PREMEDICATION FOR GENERAL SUR- 


GERY 
Morphine sulfate Scopolamine 
Age Mam. Mem. 
4.0 0.15 
5 yrs, to puberty 8.0 0.2 -0.3 
PAM 8.0-10.0 0.3 -0.4 


metabolic activity and since the metabolism is more 
related to age than to weight, the patient’s age is the 
best guide to proper dosage of the premedication. 

The dosage is increased in the presence of hyper- 
metabolic states, pain, acute fever, emotional insta- 
bility, cardiac decompensation, leukemia, and acute 
toxemia. The dosage is decreased in debilitating dis- 
eases, long-continued fever, and racial peculiarities, 
i.e., in negroes and orientals. 

Rectal anesthesia, alone or in conjunction with 
local anesthesia or nitrous oxide-oxygen inhalation, 
is satisfactory for certain procedures not requiring 
muscular relaxation. Avertin (60 to 100 mgm. per 
kilogram) has been found more predictable and 
consistent than the barbiturates. 

Endotracheal intubation is required in intrathor- 
acic procedures, intracranial operations, and in all 
depressed states which interfere with respiration. It 
may be desirable in operations about the head and 
neck, and in intraoral procedures. It may be help- 
ful in other areas. Hazards and complications 
associated with this method are more prevalent in 
infants than in adults because of the small size of the 
anatomical structures and endotracheal tubes. 

The induction of anesthesia is most safely accom- 
plished with one of the volatile agents by the open 
drop method. Ether, vinethene, or ethyl chloride may 
be used. Oxygen insufflation under the mask lessens 
the dead space where carbon dioxide might accumu- 
late. 

For the maintenance of anesthesia, open drop 
anesthesia best meets the requirements of safety and 
simplicity for the average anesthetist. Oropharyngeal 
insufflation of ether vapor for tonsillectomy has the 
reputation for safety but has the disadvantage of 
maintaining a clear airway while the surgeon is 
working in the mouth. Intratracheal insufflation 
through a small polyethylene tube is a useful method 
of maintaining the airway when the glottic opening 
is too small to tolerate an endotracheal tube. Partial 
rebreathing, semiclosed rebreathing, and nonre- 
breathing techniques are popular when a combination 
of gases is used. Because of the large amount of dead 
space and resistance associated with the standard 
adult apparatus, it is not applicable to children for 
the closed absorption technique. Especially designed 
pediatric circle absorbers are available. 

It is more important to prevent hyperthermia than 
hypothermia during surgery. A special water mattress 
is placed beneath the patient and his rectal tempera- 


ture is recorded ge 2 the operation. By adjust. 
ing the temperature of the water, the rectal tempera- 
ture can be controlled to within 1 degree C. 

A well equipped recovery room staffed by alert per. 
sonnel is essential to the safe conduct of the infant 
through his anesthetic and surgical experience. 

—Lockert B. Mason, M.D, 


Tetanus and the Anesthetist. Patricia WILSON. Austral. 
N. Zealand J. Surg., 1956, 26: 106. 


Tus Discussion is particularly concerned with the 
management of the severe case of tetanus and with 
the details and complications of intermittent positive 
pressure respiration. The observations reported here 
are based upon experience in two institutions where 
respiratory units exist for the treatment of cases of 
tetanus, poliomyelitis, acute polyneuritis, myasthenia 
gravis, and severe head injuries, in which the patients 
have required respiratory assistance for variable peri- 
ods of time from 24 hours to 17 days. 

The splanchnic type of tetanus, which has such a 
high mortality rate, is amenable to the type of treat- 
ment proposed by the author. The necessity for 
prompt teamwork is one of the most important single 
factors in the management of any case of tetanus. The 
team should consist of a physician, an anesthetist, and 
a surgeon. As soon as any case of tetanus has been 
diagnosed the immediate treatment should be the 
control of reflex spasms. In the first instance a seda- 
tive should be administered, preferably by intravenous 
or intramuscular injection. In the more severe case 
it may be necessary to administer a relaxant agent 
such as mephenesin as part of the immediate treat- 
ment. If the condition is very severe on admission, then 
full curarization and intubation may be required as 
an emergency measure. A skin test is then performed 
as a preliminary to the injection of 200,000 units of 
antitoxin intravenously or intramuscularly. Heavy 
doses of penicillin and streptomycin should be em- 
ployed for culture and sensitivity test. These measures 
will usually halt the immediate progress of the disease. 

It is now necessary to observe carefully the effect 
of sedation and to be on the alert for the development 
of further spasms. It is extremely important to have 
at hand drugs and equipment for the immediate con- 
trol of severe spasms, endotracheal intubation, and 
ventilation of the lungs. Many cases are reported in 
which a patient with apparently mild symptoms has 
a sudden severe spasm with respiratory embarrass- 
ment leading to death within a few minutes. There is 
no excuse for such a calamity in a properly equipped 
hospital. 

In patients with a very severe case of tetanus, in 
whom marked reflux spasms are beginning to inter- 
fere with respiration, provision must be made immedi- 
ately for an adequate airway. Many times this is pos 
sible only by early tracheotomy. It must be kept in 
mind that along with the respiratory difficulty these 
patients often pool pharyngeal secretions because o! 
the dysphagia and trismus and that this in itself may 
require the tracheotomy. Laryngeal spasm and the 
inability to cough add to the obstruction of the airway. 

Tracheotomy should never be an emergency pro 
cedure but should be performed in the operating 
room under endotracheal anesthesia. A high trache- 
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otomy should be performed so that, if necessary, the 
patient can be nursed in a tank respirator. While the 
patient is anesthetized wound débridement and am- 
putation, if necessary, should be performed, prefer- 
ably by another surgeon. In addition a self-retaining 
catheter should be inserted into the bladder, a stom- 
ach tube passed, and a “cut-down” intravenous drip 
commenced. By utilizing the anesthesia for all opera- 
tive interference at the one time, the patient is saved 
unnecessary stimulation. 

If curarization with any of the relaxant agents 
other than mephenesin is necessary, then it is essential 
to assist respiration. There are two main methods of 
applying artificial respiration—by means of a a tank 
respirator or by means of intratracheal positive pres- 
sure respiration. Tank respirators have the advantage 
of relative ease of operation and may be managed by 
a well trained nurse. On the other hand, nursing is 
more difficult since it is necessary to take the patient 
out of the tank for adequate nursing care. 

A special cuffed rubber tracheotomy tube or cuffed 
endotracheal tube, cut down to a suitable size, is in- 
serted in the trachea. After the first 24 hours there is 
no difficulty about inserting this tube. Care must be 
taken that the balloon is not over-inflated and it 
should be deflated for a period of 30 minutes twice a 
day. A new tube must be inserted every 24 hours. 
Deflation of the balloon and changing of the tube 
should be done with the patient in the head-down 
position and only after thorough suction of the 
pharynx. 

The author believes that with careful attention to 
adequate ventilation while these patients are heavily 
sedated or under treatment with anticonvulsives, 
tetanus may well become a completely controllable 
disease. — Matthew H. Evoy, M.D. 


Death in the Operating Room. Witt1am H. L. Dor- 
NETTE and O. S. Ortu. Current Res. Anesth., 1956, 
35: 545. 


Tue AuTHORs discuss the deaths that occurred in the 
operating rooms at the University of Wisconsin Hos- 
pital during the 12 year period from 1943 through 
1953. The discussion concerns all patients who died 
after the administration of anesthesia, the deaths that 
occurred in the operating room, the recovery room, 
or in the patient’s room following a cardiac arrest on 
the operating table, and the failure of the patient 
to regain consciousness. 

There were 63,105 anesthetics administered during 
this period and 108 deaths, forming a mortality rate 
of 1 in 583 or 0.171 per cent. The deaths are classified 
as to cause, i.e., whether due to the operation, the pa- 
tient’s condition, the anesthesia, or combinations. In 
19 instances death was due to the operative procedure 
or complications arising therefrom. Thirteen patients 
died of pre-existing diseases. In 29 cases the cause was 
pre-existing disease plus the effect of the operative 
procedure. Anesthesia was the cause of death in 27 
instances; and in another 20 cases death was attributed 
to anesthesia and the patient’s condition. Of the 47 
deaths involving anesthesia, the great majority were 
believed to be due to faults in the administration. 
Poor management of the technique was the most com- 
mon error; other errors were in the choice of tech- 
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nique, management of the airway, choice of the agent, 
and the agent per se. Lack of oxygen played a role in 
25 of these 47 deaths, and in a majority of these the 
myocardium rather than the cerebrum was fatally 
afflicted thereby. 

Death on the operating table is not completely 
avoidable. As more complicated surgical interven- 
tions are undertaken the incidence may increase. By 
careful and experienced administration the anes- 
thetist can continue to improve the chances for 
healthy survival of the patients under his care. 

—Mary Karp, M.D. 


Necropsy Findings in Patients Dying on the Operat- 
ing Room Table. Atrrep E, Cronkite. Anesthesia and 
Analgesia, 1957, 36: 19. 


AUuTOPSIES on 9 patients who died during surgery and 
a brief review of the literature form the basis for this 
report. Among the causes of death listed as being im- 
portant during surgery are: anoxia, explosion, pul- 
monary embolization, air embolization, pheochromo- 
cytoma, acute epinephrine poisoning, and the associ- 
ation of trichlorethylene with epinephrine. In addi- 
tion, vagal factors are cited. 

A simple classification of causes of death in the 
operating room is presented: (1) primary disease, 
either the indication for operation or unrecognized; 
(2) unanticipated complications of the operative pro- 
cedure; (3) anesthetic complications; and (4) unde- 
termined causes. 

Of the 9 cases reported in this review, 3 of the pa- 
tients were unusually poor operative risks; none of the 
patients,were under the management of a fully qualified 
anesthesiologist; and 1 patient was in a dentist’s 
office. Only 2 of the patients were in a well equipped 
operating room in a large hospital. 

Although autopsy is desirable in all such cases, the 
author believes that an adequate anatomic cause of 
death is demonstrated in a minority of the cases. 

—John 7. Bergan, M.D. 


Artificial Hypothermia in Surgical Practice (Die 
kuenstliche Hypothermie un der praktischen Chirur- 
gie). M. Zinpter. Langenbecks Arch. u. Deut. Zschr. 
Chir., 1956, 284: 212. 


ARTIFICIAL HYPOTHERMIA is used primarily for reducing 
the metabolism and oxygen consumption of the tissues 
to permit operations that would constitute too great a 
risk at normal body temperature. The oxygen demand 
of the brain and heart can be reduced to a point where 
complete interruption of the blood supply to these 
organs is possible, thus permitting surgical operations 
under visual control. 

A chart shows the changes in the pulse, blood pres- 
sure, respiration, oxygen consumption, and cardiac 
rhythm during artificial hypothermia. Proceeding 
theoretically on the basis that the circulation may be 
interrupted for 3 minutes at 37 degrees C. without 
lasting injury to the brain, it may be assumed that at 
28 to 25 degrees, it might be interrupted for from 8 to 
12 minutes. 

At the Diisseldorf Clinic, 50 patients were subjected 
to refrigeration between 28.4 and 24.9 degrees C. Re- 
duction of the temperature to 32 and 31 degrees C. in 
30 patients reduced the oxygen consumption below 50 
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per cent. Spirographic registration was not possible at 
lower temperatures because the thorax was opened 
and artificial respiration was instituted. Wide limits of 
variation were noted. For securing a drop in the oxy- 
gen consumption with sufficient certainty in individual 
cases many factors have to be considered. Narcosis 
must be sufficiently deep to prevent chills that increase 
oxygen consumption and the reduction in oxygen con- 
sumption is not necessarily proportionate to the drop 
in temperature. 

In preventing the most dangerous complication of 
refrigeration, namely, ventricular fibrillation, it is im- 
portant to prevent acidosis as a predisposing factor. 
Hyperventilation leads to alkalosis and thus may help 
to prevent ventricular fibrillation. Injection of pro- 
stigmin into the aorta proximal to the clamp allows a 
high concentration to reach the coronary artery with 
a resulting reduction in the cardiac frequency. 

The advantages and disadvantages of more recent 
methods of refrigeration are discussed. The ice bath 
presents the advantage of producing a maximal heat 
exchange by contact over a large body surface and 
rapid chilling, but necessitates subsequent removal of 
the patient to the operating table. It also renders diffi- 
cult attainment of the desired temperature, since the 
rectal temperature continues to drop at an unpredict- 
able rate for 30 to 60 minutes after removal of the 
patient from the bath. 

A rubber suit devised for the author is so constructed 
as to permit the conduction of water at a temperature 
of —3 to —5 degrees C. A delay in chilling, owing to 
the access of air between the rubber container and the 
patient, is counteracted by covering the patient with a 
large, wet bath towel folded over chips of ice so that 
the water from the melting ice trickles directly on the 
skin. When the rectal temperature has fallen to be- 
tween 33 to 3i degrees C., the towel is removed and 
the patient is dried. With this procedure chilling oc- 
curs as rapidly as in the ice bath, the position of the 
patient remains unchanged, and the blood pressure is 
maintained longer. The reduction in temperature can 
be regulated by changing the temperature of the 
water in the suit. Reheating can be started at once on 
the operating table. 

In comparing the advantages and disadvantages of 
various methods of refrigeration, it is noted that with 
the Swedish method of applying cold air to the body, 
refrigeration takes longer than with the ice bath, but 
has the advantage of leaving the patient dry. The fall 
in temperature can be regulated by changing the 
temperature of the air, and the operative field can be 
exposed. There is an automatic control of the temper- 
ature taken by rectum with thermostats. 

Another method of refrigeration is chilling the blood 
stream. Blood is withdrawn from the superior vena 
cava, chilled, and returned to the inferior vena cava. 
With this method the patient is cooled to the desired 
degree within one hour. The advantage is that refriger- 
ation can be started after the chest has been opened 
and the diagnosis has been confirmed. This method 
can also be used if refrigeration had not been previously 
planned. The results to date are less favorable than 
with superficial chilling; the differences in tempera- 
ture in the various layers of the myocardium and be- 
tween the left and right ventricle may lead to severe 


disturbances in the cardiac rhythm and to ventricular 
fibrillation. Dangerous changes in blood coagulation 
may occur in the extracorporeal circulation and the 
number of blood platelets is diminished. 

The method of arterial chilling of the blood by in- 
troducing a tube into the carotid artery, diverting the 
blood through a chilling apparatus, and finally return- 
ing it into the distal carotid permits a rapid selective 
chilling of the brain and has also been used for opera- 
tions on the heart. In another method refrigeration is 
accomplished by irrigating the chest with cold sterile 
saline solution. This method is relatively slow and pre- 
sents the disadvantage of a direct chilling of the heart. 

The rapid return of the body temperature to 30 
degrees C. is attained by the use of a rubber suit, 
irrigation of the chest, application of hot air, or short 
wave diathermy. The author has developed special 
electrodes with a uniform deep heating effect that 
restore body heat during operation. 

In a series of 50 patients operated upon under arti- 
ficial hypothermia at the Diisseldorf Clinic the mor- 
tality rate was 17.7 per cent. The chief causes of death 
resulted from the type and degree of the anatomic 
deformity, and hypothermia per se could not be con- 
sidered the cause of death in a single case. In spite of 
numerous animal experiments with artificial hypo- 
thermia only clinical experience will reveal the limits 
of operability under refrigeration. 

The indications for artificial hypothermia are tab- 
ulated as follows: 

1. Slight hypothermia—to 30 degrees C. 

Hyperthermias (infections and cranial trauma) 
Fallot’s tetralogy 

Mitral stenosis with decompensation 
Portocaval anastomoses in cirrhosis of the liver 
Pulmonary diseases with respiratory insuff- 
ciency 

2. Deep hypothermia—to 25 degrees C. 

a. Total interruption of the circulation 
Auricular septal defects 
Pulmonary stenoses 
Aortopulmonary fistulas 
Ductus botallo with pulmonary hyper- 
tension 
Transposition of the aorta and pulmo- 
nary artery 

b. Local interruptions of the circulation 
Intracranial aneurysms 
Extension of a cerebral angioma 
Aneurysms of the neck 
Aneurysms of the aorta 

It is emphasized that artificial hypothermia is justi- 
fiable only for operations that would present more risk 
under ordinary temperature conditions than would the 
hypothermia per se, and that could not be performed 
as satisfactorily without it. At the Diisseldorf Clinic it 
has been employed only for operations in which a total 
or a local interruption of circulation was contemplated. 

Contraindications are operations on the heart that 
require an interruption of the circulation for more than 
8 minutes or which cannot be performed from the right 
side of the heart. Occlusion of the aorta in cases of an 
enlarged and hypertrophied left ventricle frequently 
leads to uncontrollable ventricular fibrillation. Re- 
frigeration is safe only as far as a temperature of 26 
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degrees C. In older patients with degenerative heart 
disease, the rectal temperature should not be permitted 
to go below 30 degrees C. The significance of the cold 
agglutinins has not yet been adequately explained. 
The author would exclude from artificial refrigera- 
tion a patient whose blood specimen, cooled to 20 
degrees C., showed considerable agglutination with the 
patient’s own or foreign blood corpuscles. 

The author suggests that future investigations should 
be undertaken to explain the causes of heart failure 
during progressive hypothermia. A reduction of tem- 
perature to 20 degrees C. for the frequently combined 
cardiac anomalies, such as Fallot’s tetralogy, hardly 
seems attainable in the near future. It is possible that 
the heart-lung apparatus may supersede hypothermia 
or be combined with it to offer better possibilities for 
reducing the heart minute volume. 

—Edith Schanche Moore 


Technique, Indications, and Experiences in 150 Con- 
trolled Hypothermias in Surgery (Technik, Indika- 
tionen und Erfahrungen mit 150 kontrollierten Hypo- 
thermien in der Chirurgie). O. Jusr. Langenbecks Arch. 
u. Deut. Lschr. Chir., 1956, 284: 231. 


In CONDITIONS associated with oxygen deficiency, such 
as congenital malformations of the heart, acquired 
valvular defects, and certain very severe pulmonary 
conditions, operation may be better tolerated if the 
patient’s oxygen requirement is reduced to a mini- 
mum by a marked reduction of the temperature. The 
latter procedure permits a total interruption of the 
circulation without injury to the central nervous 
system. 

In the application of controlled hypothermia, the 
following two factors must be considered: 

1 The defense reactions of the body to cold are an 
enormously increased metabolism and excitation of 
the medullary centers that occur principally at tem- 
peratures between 36 and 33 degrees C. An attempt 
is made to overcome this phase by the extensive ex- 
clusion of all counter regulations. Furthermore, in the 
process of chilling and rewarming an attempt is made 
to go through this phase as rapidly as possible. 

2 When the body temperature falls below 25 de- 
grees C., blocking and paralysis of functions develop. 
These are no longer important so far as the respiration 
is concerned, because of the possibilities of artificial 
respiration, but when affecting the heart may prove 
life-threatening. 

The indications for hypothermia may be relative or 
absolute. The absolute indications are encountered in 
interventions that could not be performed without 
refrigeration, or in which the dangers of such opera- 
tion would exceed its possible beneficial effects. They 
include (1) complete interruption of the circulation 
for operations on the open heart and (2) partial in- 
terruption of the circulation for aneurysms of the 
_ intracerebral aneurysms, or arteriovenous fis- 

as. 

The relative indications include: (1) all interven- 
tions on the heart and large vessels, especially in the 
presence of cyanosis or marked functional involve- 
ment; (2) neurosurgical interventions in the region of 
the third or fourth ventricles; (3) severe postoperative 
or posttraumatic conditions with central hyperthermia; 


SURGICAL TECHNIQUE 91 


erative 
lockade 


@¢ 4 OS 6 


7Stdé 


Fig. 1 (Just). Schematic presentation of the exclusion 
of counterregulations and the rectal temperature in con- 
trolled refrigeration. 


and (4) in pulmonary interventions in the presence of 
marked respiratory insufficiency. 

Refrigeration is achieved by contact chilling with 
a rubber suit connected with a hypothermic and a 
hyperthermic apparatus. This method does away 
with the necessity for refilling ice bags and changing 
their position, as well as with the disadvantage of not 
being able to regulate the chilling according to in- 
dividual needs. The author describes a refrigerating 
and reheating apparatus that permits exact regula- 
tion both of the rate and the degree of temperature 
change. The rectal temperature is recorded and regu- 
lated by means of a corresponding apparatus. In the 
preliminary preparation of the patient, a combination 
of phenothiazines with long acting and short acting 
barbiturates, and if possible with muscle relaxants, is 
recommended to avoid exclusion of the counter regu- 
lations. The degree of refrigeration will depend upon 
the clinical requirements. A chilling to between 34 
and 32 degrees C. will suffice for patients with highly 
febrile conditions or with severe posttraumatic central 
hyperthermia, particularly following severe cranial in- 
juries. Refrigeration to between 32 and 30 degrees C. 
suffices for pulmonary interventions in patients with 
severe respiratory insufficiency. For cardiovascular 
operations the temperature is reduced to between 30 
to 28 degrees C. For complete interruption of the 
circulation, temperatures of 28 to 25 degrees C. are 
indicated. Only rarely is reduction below 25 degrees 
C. indicated, since this would involve the danger of 
hypothermic cardiac arrest. 

It is emphasized that the restitution of normal body 
temperature must be accomplished rapidly while the 
vegetative block is still adequate. Accidents frequently 
occur in the reheating phase because quite often the 
vegetative block has subsided before rewarming is ac- 
complished. The material studied included 152 cases 
observed at the Free University Clinic of Berlin up to 
March, 1956 and comprised 103 cardiovascular oper- 
ations, (91 of these conditions could be treated and 
12 proved inoperable), 39 pulmonary operations, and 
10 operations for postoperative and posttraumatic con- 
ditions. Special attention is directed to the cardiovas- 
cular series. It is noted that in a series of 29 operations 
performed prior to the use of refrigeration the mor- 
tality rate was 13.7 per cent, whereas in the series of 
91 in which refrigeration was employed, it was only 
5.5 per cent. 
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Usually hypothermia is tolerated without reaction, 
arrhythmias or extrasystoles are not observed, and 
the postoperative course is usually smoother. This is 
attributable chiefly to the more favorable oxygen 
supply and to the cardiac relief afforded by the re- 
duction of the blood pressure and pulse rate. The 
method is employed for pulmonary surgery only when 
the general condition is very depleted and the pul- 
monary function is poor. There were no fatalities in a 
series of 39 such cases. It is, of course, too early for 
any general conclusions, but it appears that controlled 
refrigeration will, under proper indications, afford a 
higher degree of safety to the patient than the earlier 
methods. 

Among the cardiovascular interventions are in- 
cluded 2 cases of defect of the auricular septum, 14 
cases of Fallot’s tetralogy, 17 of pulmonary stenosis, 
2 of stenosis of the aortic valve, 39 of mitral stenosis, 
2 of stenosis of the aortic isthmus, and 15 cases of 
ductus botalli. —Edith Schanche Moore 


SURGICAL INSTRUMENTS AND APPARATUS 


The Practical Significance of Electrosurgery (Die 
praktische Bedeutung der Sishuachionnate) . VON 
SEEMEN. Langenbecks Arch. u. Deut. Zschr. Chir., 1956, 
284: 535. 


THE USE OF ELECTRICITY in surgery began in 1891 
when Telsa discovered the high frequency current. 
D’Arsonval, in 1896, demonstrated that the passage 
of a high frequency current through an animal pro- 
duced warmth and von Zeynek, in 1898, indicated 
that this occurred as a result of the electrical resistance 
of the tissue. However, it was Doyen and Czerney 
who, between 1907 and 1910, first developed and 
utilized electrosurgery as we know it today. Develop- 
ments in the twentieth century, especially with 
electronic tubes and devices, resulted in the construc- 
tion of instruments which have a wide range of uses 
by virtue of their cutting and coagulating properties. 


The earliest uses of electrosurgery were for inoper. 
able ulcerating tumors. These lesions were coagulated 
for palliative purposes. The author believes that this 
technique still has its indications in tumor surgery, 
even as a curative procedure, and offers examples of 
its use and efficacy. Electrocoagulation has its greatest 
use during surgical procedures as a means of obtain. 
ing hemostasis. Not only is blood loss curtailed but 
this technique also saves time. It must be remembered, 
however, that larger arteries and veins must be 
ligated, especially if they lie in loose tissue. “Electrical 
cutting” is a technique which has much to recom- 
mend it. The incidence of infections and postopera- 
tive pain has been decreased following its use. 

Recently, by the insertion of needles into the deeper 
tissues, “deep electrocoagulation” has been used to 
destroy the area around the needle tip. This principle 
has been used in trigeminal neuralgia to destroy the 
gasserian ganglion, to produce “hypophysectomy,” 
to destroy tuberculous lymph nodes, to induce pseud- 
arthroses, as a preparatory measure in the surgical 
management of hemangiomas, and to interrupt vari- 
ous neuron pathways in the central nervous system. 
The endoscopic use of electrosurgery in urology, 
laryngology, gynecology, and proctology has also 
become widespread. 

One of the most serious drawbacks of electrosurgery 
is the danger which exists when it is used in the pres- 
ence of explosive gases. The use of endotracheal intu- 
bation and nonexplosive anesthetic agents has helped 
to avoid this problem. Another complication arises 
when the grounding plate, or the passive (neutral) 
electrode, is not properly and firmly attached to the 
patient and apparatus. Serious burns may result if 
precautions are not observed. 

The author concludes the article by demonstrating 
the advantages and results of electrosurgery by means 
of pictures. He points out that the technique is 
meant to be used only as a supplement to good es- 
tablished surgical practices. —7.C. Rosenberg, M.D. 
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PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Carcinoma of the Larynx; Results of Roentgen Ther- 
apy During a Period of 15 Years (1937 to 1952). 
Epwarp L. JENKINSON, Kao, Paut H. Ho t- 
INGER, K. C, JoHNsTON, and R. W. DonnELLy. Am. 7. 
Roentg., 1956, 76: 942. 


THE AUTHORS treated 119 patients with carcinoma of 
the larynx from 1937 to 1952, in the Department of 
Radiology at St. Luke’s Hospital, Chicago, Illinois. 
Of these patients 109 had close follow-up examina- 
tions, and they form the subject of the present 3,5 and 
10 year statistical analysis. 

Experience shows that in dealing with carcinoma of 
the larynx it is not so much the extent or size of the 
lesion when first seen, as its location that is of prog- 
nostic significance. The authors, therefore, have de- 
vised an anatomic classification which is shown in 
Chart I. 

Those lesions lying between the dotted lines of Chart 
[are termed intrinsic, while those arising from or ex- 
tending to regions outside the dotted lines are called 
extrinsic. In conjunction with this the following clin- 
ical staging is used: 

Stage I, a lesion involving any one area only; 

Stage II, a lesion involving any two adjacent areas; 

Stage III, a lesion involving any two nonadjacent 
or any three adjacent areas; 

Stage IV, a lesion involving more than three areas, 
local or distant metastasis. 

The over-all results in the 109 cases are shown in 
Table I. 

The results in the 89 cases of the determinate group, 
based on clinical stages and anatomic sites, are shown 
in Table IT. 


CHART I.—ANATOMIC CLASSIFICATION OF CANCER 
OF THE LARYNX FOR USE IN RADIATION THERAPY 


Right Left 
Pyriform sinus Pyriform sinus 
Aryepiglottic fold Epiglottis Aryepiglottic fold 
Extrinsic Extrinsic 
y ° False cord False cord + y 
anterior 
e Ventricle Ventricle - 
commissure 
o + True cord True cord + o 
is 
d + Intrinsic Intrinsic + d 
Cricoid 


The technique of irradiation was as follows: 200 kv. 
constant potential; 10 ma.; Thoreus II filter; half- 
value layer of 2 mm. of copper; 60 cm. target-skin dis- 
tance; 8.0 cm. circular cone; 2 opposing lateral ports; 
140 roentgens in air over each port daily up to 3,780 
roentgens in air per port in 4 to 6 weeks, giving a mini- 
mum depth dose of 4,700 roentgens at 5.5 cm. in an 
average neck with a lateral diameter of 11 cm. For 
lesions in the earlier stages a 5.0 cm. circular cone was 
used. 

The authors conclude that in view of the fact that 
62.4 per cent of the 109 patients were in a far-advanced 
stage, the 33.7 per cent over-all cure rate represents 
the best result that can be obtained with the present 
day technique of irradiation. The necessity of close 
cooperation between the laryngologist and radiologist 
is emphasized. —T. Leucutia, M.D. 


TABLE I.—RESULTS OF ROENTGEN THERAPY (1937-1952) 


—Total__ 
All cases 109 
Indeterminate Cases... 20 
Dead without disease in less than 5 years.... 13 
Deadl with 54 


Clinical Stages. 


I Il Ill IV 
16 6 19 68 
2 2 2 14 
1 1 2 9 
1 1 0 5 
14 4 17 54 
3 2 10 44 
y 2 8 42 
1 0 2 2 
11 2 Li 10 
78.4% 50% 41.2% 18.5% 


TABLE II.—RESULTS IN TERMS OF CLINICAL STAGES AND ANATOMIC SITES (DETERMINATE GROUP) 


Stage Il IL IV. 

Site Intrinsic Extrinsic Intrinsic Extrinsic Intrinsic Extrinsic Intrinsic Extrinsic 
Number of patients...... 10 4 0 4 10 7 8 46 
1 2 2 5 5 5 39 
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Localized Mesothelioma of the Pleura; a Review with 
6 New Cases. Henry C, Biounr, JR. Radiology, 1956, 
67: 822. 


Locauizep mesothelioma of the pleura is a relatively 
rare tumor, but a review of the cases indicates that 
this diagnosis can be made justifiably in the presence 
of certain roentgenologic findings. Since 1942 approx- 
imately 50 cases have been reported in the English 
literature. Localized mesothelioma must not be con- 
fused with two other tumors which are also referred 
to as mesothelioma of the male or female genital 
tracts. Mesothelioma are of two types, fibrous and 
epithelial. 

Some cases of mesothelioma of the pleura have been 
entirely asymptomatic. In others there have been 
slight symptoms, such as a mild cough and a feeling 
of heaviness and vague discomfort in the chest. Dysp- 
nea, weight loss, malaise, and chest pains may be 
present, depending upon the size and location of the 
mass. Localized pleural mesothelioma may produce 
joint signs and symptoms, such as stiffness and pain 
and occasionally swelling and tenderness. Clubbing 
of the fingers with roentgen findings of hypertrophic 
pulmonary osteoarthropathy have been reported. 
Pleural effusions, sometimes copious, occasionally 
occur in both benign and malignant localized meso- 
theliomas. 

Most of the reported tumors arose from the pleura, 
though a few had their origin from the peritoneum. 
They probably also may originate from the pericar- 
dium. Well over half of the thoracic group arise from 
the visceral pleura. No sex predilection has been ob- 
served. The incidence is greatest after the age of forty. 
The growth of the neoplasms is relatively slow, but 
they may reach a considerable size, weighing as much 
as 5,000 grams. 

Localized mesothelioma may be either benign, or 
malignant. The benign fibrous tumors are well encap- 
sulated; they may be nodular in appearance and 
usually are quite firm, although some are soft or cystic 
in portions. They are, as a rule, quite vascular, with 
dilated veins often visible on their surfaces. They are 
usually attached by relatively narrow vascular pedi- 
cles, in addition to which there may be several adhe- 
sions about the mass. The encapsulation of localized 
malignant fibrous mesotheliomas is less well defined 
than that of the benign growths, and the former may 
invade adjacent tissues and spread beneath nearby 
mesothelial surfaces. The attachments of the malig- 


nant tumors are broader, with the masses sometimes 
buried in the chest wall, lung, mediastinum, and 
abdominal wall, depending upon the site of origin, 
Local recurrence may take place after operation, 
though metastasis is minimal. 

Histologically, in the benign fibrous type the cells 
resemble fibroblasts and there is an abundance of 
collagen and reticulin. In the malignant fibrous type 
the cells are more abundant and less well differenti. 
ated, with little, if any, collagen and reticulin. Necrotic 
areas are more commonly found in the large masses, 
The difference in the histologic appearance of benign 
and malignant fibrous mesotheliomas may be very 
clear, although in some instances a growth of benign 
appearance may prove to be malignant. The localized 
epithelial mesothelioma is of a papillary type. The 
papillary projections are composed of loose fibrous 
tissue covered by cuboidal cells which strongly re. 
semble mesothelial cells. 

Localized mesotheliomas of the pleura may be seen 
roentgenologically. Size is not particularly helpful in 
making the correct diagnosis of these tumors, except 
in some cases in which they become relatively large. 
They may be seen at any pleural site within the chest. 
Tumors which occur within interlobar fissures are 
often slightly elongated and roughly lenticular. At the 
surface of the lung, localized mesotheliomas usually 
appear as extrapulmonary masses regardless of where 
they originate. Tumors of this type, which arise from 
the visceral pleura, may be seen to move with the lung 
during respiration on fluoroscopic examination or by 
multiple film technique. Similarly, an intrathoracic 
tumor may be established as being extrapulmonary 
and unattached to the lung by an observation of the 
lung moving over the mass. The introduction of air 
into the pleural space with appropriate roentgeno- 
graphic study may be of value in determining the origin 
of the mass. The tumors may be obscured partially or 
completely by a pleural effusion. Because of the 
relatively high incidence of hypertrophic pulmonary 
osteoarthropathy in these cases, the use of long-bone 
surveys is probably wise in the cases in which a diag- 
nosis of localized mesothelioma of the pleura is being 
considered. 

The author presents a report of 6 cases of localized 
mesothelioma of the pleura, of which 5 were of the 
fibrous and 1 of the epithelial type. The symptoms 
and the histologic and roentgenographic findings are 
described. —Frank L. Hussey, M.D. 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIOLOGI- 
CAL CONDITIONS 


Congenital Absence of the Scalp and Skull, Hersert 
Conway and GeorcE JouNson, JR. Ann. Surg., 1956, 
144: 1035. 


CoMBINED OSTEOCUTANEOUS DEFECTS of the vertex are 
quite rare. Review of the world literature has revealed 
22 well documented cases of congenital defect of the 
scalp and skull. In this report the authors provide 
asummarized record of 2 additional cases encountered 
at the New York Hospital, bringing the total number 
of reported cases to 24. 

The importance of this congenital anomaly is 
brought out by the fact that the death rate in infants 
from congenital defect of the scalp alone has been 
established at 20 per cent. Of the 22 cases of combined 
defect (skull and scalp) collected from the literature, 
13 led to death, a mortality rate of 59 per cent. 

Therapy may be separated into initial treatment 
and definitive treatment. In the 2 authors’ cases the 
defects presented as areas of thin granulation at birth. 
In one of these spontaneous epithelization was ef- 
fected and skin grafting was not required in the initial 
therapy. In the other case accurate dressing care was 
rewarded by diminution of the size of the defect. 
Operation was refused and a follow-up study was not 
obtainable. It is probable that many of the deaths in 
the early weeks after birth have been due to hemor- 
rhage from the granulomatous area. Therefore, clo- 
sure by skin grafting is advocated by the authors as 
the early treatment of choice. 

Definitive treatment may be delayed until the 
child is older and in good condition to stand the oper- 
ation. A cicatrix or skin graft over the area should be 
excised, and the scalp and galea mobilized and sutured. 
Mobilization of these tissues, if the defect is a large 
one, may require the use of multiple relaxing in- 
cisions in the galea, parallel to the long axis of the 
wound. If the size of the defect is such that the linear 
closure is not applicable, a rotation flap of scalp is 
used and a thick-split skin graft is applied over the 
area from which the flap has been rotated. Coverage 
of the brain with a soft tissue flap from the scalp offers 
reasonable protection. In selected cases it is advisable 
to offer further protection by inserting a patterned 
bone graft or a fashioned prosthesis of inert material 
under the flap. —RHarold L. Method, M.D. 


Questions of Acute Blood Loss and Replacement of 
Circulating Blood Volume (Fragen des akuten 
Blutverlustes und der Wiederauffuellung des Kreis- 
laufes). FRANZ BAauMGARTL. Langenbecks Arch. u. Deut. 
Xschr, Chir., 1956, 283: 80. 


AFTER HEMORRHAGE a number of adjustment reac- 
tions occur. Each is an expression of the inter-regula- 
tions among the various body systems which provide 
the organism with a remarkable capacity for adapta- 
tion to a diminished blood volume. The capacity for 
individuals to adapt, however, varies markedly, and 
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a hemorrhage of comparable amount may produce a 
mild feeling of weakness in one individual, a moderate 
state of collapse in another, and death in still another. 

Many substances have been used as artificial blood 
substitutes in attempts to reduce the danger from 
hemorrhage. The large number of such substances 
and marked difference of opinions as to the value of 
each are largely reflections of the differences in the 
methods employed for evaluation. 

In the investigation reported the author observed 
the effects of phlebotomy in 40 volunteers in an at- 
tempt to elucidate the adaptive capacity of the body 
following hemorrhage without any efforts at artificial 
compensation. The volunteers were divided into two 
groups of 20 each. The volume of the phlebotomy in 
the first group averaged 800 c.c. and in the second 
1,200 c.c. Plasma volume studies were done with 
radioactive iodine according to the method of Hevesy. 
Plasma albumin levels were also determined. 

Results in the first group were dismissed with the 
remark that no significant changes were observed 
after a blood loss of about 800 c.c. 

In the group with a blood loss of approximately 
1,200 c.c. the volume of plasma loss was immediately 
restored to the extent of 60 to 80 per cent in 12 of the 
20 volunteers. In 9 of these 12 the restoration varied 
between 80 and 100 per cent. In several individuals 
the plasma volume values actually increased following 
the venesection. 

These observations led the author to stress the im- 
portance of the concept of a blood “reservoir,” con- 
sisting essentially of vascular beds which are not con- 
tinuously connected with the general circulation. He 
pointed out that the total blood volume is the sum of 
the circulating blood volume and the reservoir blood 
volume, and, thus, when the total blood volume re- 
mains constant, the quantity of circulating blood is 
dependent upon the quantity of reservoir blood. 

Since the amount of blood transferred from the res- 
ervoir to the circulation following hemorrhage varies 
considerably from person to person, the single criteri- 
on of increased circulating volume is not a complete 
evaluation of a given artificial blood substitute. 

Adequate evaluation is possible only when consid- 
eration is given to aggregate observations of the type 
of reaction (to hemorrhage), the blood and plasma 
volumes, the composition of the blood, the size of the 
circulatory bed,: the storage of foreign colloids, and 
the balance of electrolytes. 

Several trials of blood substitutions in animals are 
reported. They confirmed the impressions described 
in this article. —Arthur S. Biddle, M.D. 


The Role of Lipase in the Pathogenesis of Traumatic 
Fat Embolism (Die Bedeutung der Lipase in der 
Pathogenese der traumatischen Fett-Embolie). Ernst 
KronkE. Langenbecks Arch. u. Deut. Zschr. Chir., 1956, 
283: 466. 


THE PATHOGENESIS of fat embolism is still an open 
question. The author, of the Surgical Department of 
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the University of Jena, Germany, rejects the old theo- 
ry that the fat of the bone marrow is the main source 
of fat embolism. Experimental studies of other writers 
have shown that very large quantities of fat (between 
20 and 50 cubic centimeters) are necessary to cause 
a fatal fat embolism. It is impossible for such large 
amounts to be mobilized from the bone marrow and 
to enter the circulation, even after multiple fractures. 
One investigator found only 1 cubic centimeter of fat 
in a hematoma of 50 cubic centimeter size after a frac- 
ture of the femur. Furthermore, the author of this 
article found that the pressure in the hematoma equals 
the pressure in the femoral vein; therefore, it cannot 
be assumed that the fat is driven into the circulation 
by a difference in pressure. 

Other sources of fat have to be considered. The 
normal blood lipids are present in the blood in the 
form of an emulsion, and only marked disturbances 
of the acid-base equilibrium or of surface tension 
would cause the blood lipids to be precipitated from 
the emulsion state. It is quite improbable that this 
is the case after fractures. 

The author advances the hypothesis that the serum 
lipase plays the decisive role in the genesis of fat em- 
bolism. In experiments on rabbits he found that after 
intravenous injection of very small amounts of rabbit 
fat (0.2 to 0.5 cubic centimeter) the lipase level in the 
serum rose significantly. Furthermore, in a series of 
100 accident cases with fractures, he found a marked 
rise of blood lipase titer in 50 to 75 per cent of the pa- 
tients. In most patients the rise of the lipase level cor- 
responded to the severity of the fractures; especially 
in those patients who died of fat embolism, parallelism 
between the extent of fat embolism and the lipase titer 
could be shown. 

Neither the bone marrow at the site of the fracture 
nor the blood contain sufficient fat to produce the 
anatomic and clinical picture of fat embolism. The 
author theorizes that small amounts of fat from the 
bone marrow get into the circulation and act as a kind 
of trigger mechanism on the reticuloendothelial sys- 
tem, causing an increased production of lipase. This 
increased serum lipase mobilizes fat from the adipose 
tissues of the body in such large amounts that the 
breakdown of fat cannot keep up with the rate of 
mobilization. Thus, a vicious cycle is started which 
finally leads to fat embolism. 

This phenomenon, which the author calls a “de- 
railment” of the lipase, is observed only in a small 
percentage of the cases of fractures. Although large 
or multiple fractures are more apt to lead to this “‘li- 
pase derailment,” cases of severe fat embolism have 
been observed after simple fractures of the ankle. A 
special disposition or hypersensitivity of the enzyme 
system in the individual must be assumed to explain 
the genesis of fat embolism. 

— Werner M. Solmitz, M.D. 


Vascular Lesions in Diabetics with a Special Refer- 
ence to the Influence of Treatment. ARNE P. Skousy. 
Acta med. scand., 1956, 155: Supp. 317. 


Tue sEx of the patient and the severity of diabetes 
are not correlated with the incidence of late lesions in 
agreement with previous studies. The age at the on- 
set of diabetes is of no influence on the incidence of 


retinopathy, while patients with an onset of the disease 
between 20 and 30 years of age seem to develop neph- 
ropathy less frequently than other patients. The degree 
of medical control is of dominant importance for the 
incidence of late lesions. Twenty per cent of the pa- 
tients died before the study. A definite relationship 
was demonstrated between the incidence of deaths 
and the type of treatment prescribed and, within 
both categories of therapy, between deaths from coma 
and infections on the one hand and deaths from renal 
and vascular lesions on the other. 

In the living patients the maximal incidence for 
retinopathy and albuminuria was obtained after a 
diabetes duration of 10 to 30 years, dependent of the 
degree of adjustment. In the duration groups that 
were the best adjusted, the maximal incidence of re- 
tinopathy of 70 per cent was obtained after 20 to 25 
years, while the highest incidence of albuminuria (15 
per cent) was obtained after 25 to 30 years. In the 
subgroups that were the worst adjusted the maximal 
incidence of retinopathy in the duration groups (80 
per cent) was already obtained after 10 to 15 years 
and of albuminuria (50 per cent) after 15 to 20 years. 
The incidence of albuminuria in the subgroups cor- 
responds fairly well to that of severe retinopathy, but 
for the single patient no relation existed between re- 
tinopathy and albuminuria. 

When the series was divided according to the type 
of diet prescribed, a significantly higher incidence of 
late lesions and of inadequate medical adjustment 
was found in patients on the free diet. Most of the 
patients with no or little glucosuria were on the clas- 
sical diet, demonstrating that in the present material 
the average degree of adjustment obtained on the 
classical diet surpassed that obtained when the free 
diet without sugar was used. 

Forty-seven patients suffered from hypertension, 
cardiac, or peripheral vascular disease. Most of them 
were women and hypertension was the more frequent 
complication. Hypertension was not correlated with 
cardiovascular disease or nephropathy. Five of the 
patients had neither retinopathy nor albuminuria. 

Obesity was not correlated with retinopathy and 
the more frequent occurrence of hypertension and car- 
diovascular disease in obese patients probably is due 
to overloading of the circulation. 

—Edmund R. Donoghue, M.D. 


Clinical and Therapeutic Aspects of Some Localized 
Edematous States of the Lower Extremities (Aspetti 
clinici e terapeutici di alcuni particolari stati edemigeni 
localizzati degli arti inferiori) Giorgio MonrTIcELLI 
and VINCENZO PIETROGRANDE. Ortop. traumat. app. 
motore, 1956, 24: 753. 


THREE INSTANCES Of this condition are reported from 
the Institute of Clinical Orthopedics and Trauma- 
tology of the University of Rome. 

The first case was that of a 31 year old woman who 
noted a tumefaction of the dorsum of the left foot at 
the age of 10. The swelling gradually increased in 
size and extent until it involved the entire left lower 
leg. It tended to increase in size with menstruation, 
which was irregular as to time and quantity. 

On measurement the circumference of the superior 
third of the thigh was found to be increased by 2 
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centimeters as compared with the opposite side, and 
the increase immediately above the knee was 1 
centimeter. The increase at the middle of the sural 
region was 4 centimeters and at the ankle, 6 centi- 
meters. The oscillographic readings were somewhat 
diminished on the left side. The left leg was about 1.5 
centimeters shorter than the right. The foot on the 
affected side exhibited a decided flattening of the 
arch. The patient showed a scoliosis with weight 
bearing. 

At operation the usual extensive and thorough re- 
moval of the hypertrophic subcutaneous tissue was 
carried out first on one side of the leg, then on the 
other 40 days later. At follow-up examination, 2 years 
later, the proportions of the leg were reduced from 
their previous values. The only symptom remaining 
was that of pressure after long standing. 

The second case was that of a 17 year old woman 
with tumefaction of the right lower leg, much like 
that described in the first case. The swelling had been 
present at birth. The right leg was flexed 20 degrees 
at the knee joint and the thigh 15 degrees at the hip 
joint. The foot on the right side had a flattened arch 
with the great toe in hyperextension and the third toe 
in plantar flexion and displaced medially under the 
second toe. The right leg appeared to be slightly 
longer than the left. The topmost sacral metamere 
exhibited a large sacral fission. 

At operation the hypertrophic subcutaneous con- 
nective tissue was removed as in the first case, leaving 
intact the aponeurosis. At the control examination, 
3 years later, the diameters of the leg were definitely 
reduced. 

The third case was that of a 16 year old youth. At 
6 years of age the patient suffered what seemed to be 
an inflammatory process, involving the left thigh. 
The child was operated upon and there were two 
scars on the distal third of the thigh and another on 
the proximal, lateral surface of the leg. Since then 
the swelling of the left leg in general increased in size, 
with some diminution of the edema when the patient 
was kept in bed. The patient was quite adipose and 
gave the impression of hypohirsutism. 

Roentgenologic examination disclosed a bilateral 
coxa vara and a fallen arch on the affected side. 
Otherwise the condition was quite similar to that in 
the other two cases. The operation also was of the 
same character as the other two. A year later the di- 
ameters of the lower leg were notably diminished. 

The freshly removed tissues were studied histo- 
logically and all presented similar findings. They were 
essentially normal appearing masses of fatty tissue, 
traversed by heavy tracts of fibrous tissue. Neither 
the blood vessels nor the lymph channels appeared 
to be obstructed, or to have had any part in the patho- 
genesis. There was no evidence anywhere of active 
or of regressed inflammatory processes. The intimal 
layer of some of the blood vessels appeared more 
thickened than normal and the perineurium of the 
nerve branches presented some thickening. The elastic 
fibers were largely broken up, short, and coarsened; 
there were the usual changes incident to edema. 

From the clinical, operative, and histologic changes 
observed in these 3 cases, the authors believe they 
should be classified with the congenital, hereditary, 
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localized chronic edema which was first described by 
Milroy (7. Am. M. Ass. 1928, 91: 1172). They also 
believe that this is the same condition classified by 
Dogliotti as the chronic trophedema of Meigs. 

— John W. Brennan, M.D. 


Observations on the Surgical Sequelae of Bilharzial 
Disease. CHarLes Marks. South Afr. Pract., 1956, 460. 


IN THIS HUNTERIAN LECTURE, Marks, a Rhodesian 
surgeon, presents the surgical implications of schisto- 
somiasis. The geographic distribution, natural history, 
and the anatomic course of the parasites through the 
body are outlined. During the trematodal migratory 
period there is malaise, pyrexia, lymphadenopathy, 
hepatomegaly, splenomegaly, anemia, and eosino- 
philia. The pathological condition of the surgical 
lesions is the result of an inflammatory response to 
ova in the tissues, with the formation of bilharzial 
tubercles, a coalescence that forms granulomas, irri- 
tation of the mucous membranes overlying the lesions, 
and late stricture formation even after effective anti- 
mony treatments. 

The lesions of the urinary tract are caused by 
Schistosoma haematobium, with resulting cystitis, 
initially bullous and later granulomatous, vesical 
calcification, a predisposition to the formation of 
calculi, and a probably increased incidence of sub- 
sequent vesicular carcinoma. The ureter may become 
strictured in its lower third, with proximal dilatation, 
or undergo dilatation in areas where the wall is re- 
placed by distensible scar tissue. Ureteral calcification 
also occurs. After effective antimony therapy, the 
treatment is cystoscopic with ureteral meatotomy 
and bouginage, and fulguration of the bilharziomas. 
In many cases ureteral resection and reimplantation 
are necessary. 

Acute bilharzial appendicitis or true chronic ap- 
pendicitis due to appendiceal bilharziasis was due 
to S. haematobium in 92 per cent of the author’s 
series. S. mansoni accounted for most of the cases of 
bilharzial colitis or proctitis. The lesions may be 
ulcerative, form pseudopolyps, or present as a gran- 
uloma which simulates carcinoma. Biopsy is necessary 
for diagnosis. Even in the cases of large granulomas 
medical treatment with rectal dilatations led to com- 
plete resolution. 

Severe chronic bilharzial involvement of the liver 
and spleen is not common. The author has found no 
instance of portal obstruction due to the trematodes 
and believes the cirrhosis common in Africa is largely 
of nutritional origin, since it is equally common in 
nonbilharzial areas. 

The disease may occasionally involve the female 
genitalia, and, rarely, the male. 

— Hermes C. Grillo, M.D. 


The Problem of Benign Tumors (Das problem der 
gutartigen geschwuelste). H. HELLER. enbecks 
Arch. u. Deut. Zschr. Chir., 1956, 284: 498. 


Tuts ARTICLE is divided into several sections. In the 
first, 5 tumors are described which were originally 
diagnosed as fibroma, but, after one or more recur- 
rences, finally manifested themselves as sarcomatous 
lesions. With the exception of 1 in a 68 year old man 
the lesions were in patients under 50 years of age. 
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Four of these were in soft tissue; 1, in a 35 year old 
woman, was in the head of the tibia and was finally 
diagnosed as an osteoblastic sarcoma, although per- 
iosteal fibrosarcoma had also been suspected. Three 
of the patients had had x-ray therapy before the mal- 
ignant change. Fibrous tumors are apt to recur; such 
recurrences are apt to show sarcomatous change; and 
malignancy is often more clear in such instances on 
clinical than on microscopic grounds. A fibrosarcoma 
in bone must be considered an osteogenic sarcoma 
until proved otherwise. Fibrous tumors of bone with- 
out osteogenesis, although infrequent, constitute 31 
per cent of the osteogenic sarcomas in patients who 
survive 5 years (118 such 5 year cures are reported in 
the Bone Tumor Registry for 1941). Curettage is ob- 
viously an inadequate method of handling a fibrous 
tumor of bone. 

In the second section 6 cases are reported in which 
the tumors were originally diagnosed as chondromas. 
There were 4 male and 2 female patients, ranging in 
ages from 14 to 67 years. Four of the tumors were in 
the leg, 1 in the mandible, and 1 in the cervical spine. 
In all cases local recurrence required additional oper- 
ation and there was, thus, clinical evidence of malig- 
nancy. In no case was microscopic malignancy re- 
ported. Three patients had had x-ray therapy before 
the malignant change. The only patient to die of 
remote metastasis, in this instance to the lungs, was 
the oldest patient, a 67 year old man with a chondroma 
of the mandible. The author concluded that the initial 
procedure for a chondroma should never be simple 
curettage, and that the treatment for a recurrent chon- 
droma should be radical excision including adjacent 
soft tissue which tends to become involved. It is em- 
phasized that none of these patients were in the group 
of the chondromas of the pelvis or the humerus which 
are known to tend toward malignant change as pointed 
out by Heller-Poppe. 

The third section of the article concerns the change 
of recurrent giant cell tumors and cysts of bone to 
secondary osteogenic sarcomas. Eight cases are cited 
occurring in 6 men and 2 women, ranging in age from 
22 to 57 years. One was located at the upper end of 
the tibia, the remainder were all in the femur. Three 
had had x-ray therapy before the malignant change 
occurred. The interval between initial diagnosis and 
the establishment of malignancy histologically ranged 
from 3 to 27 years. The author believes that histolog- 
ically malignant giant cell tumors should be considered 
as sarcomas and treated radically at the outset. This 
is illustrated by 2 cases: a 22 year old male in whom 
the removal of the upper end of the humerus for giant 
cell tumor with sarcomatous degeneration resulted in 
cure, with restoration of function being accomplished 
by a tibial bone graft; and a 34 year old woman 
whose giant cell tumor, occurring in the femoral con- 
dyle, was considered suspiciously malignant and was 
treated by amputation. On the other hand, a 15 year 
old girl with a benign cystic process diagnosed histo- 
logically as osteitis fibrosa localisata (Recklinghausen) 
was treated with curettage and the support of a brace. 
The treatment resulted in satisfactory function and 
absence of recurrence over a 9 year observation period. 
The point is made that this was a cystic structure 
located in the metaphysis and not a solid giant cell 


tumor of the epiphysis. On the other hand, a 37 year 
old doctor, who had had three recurrences of an ap. 
parently benign giant cell tumor of the femoral con. 
dyle over a 4 year period, requested amputation be. 
cause of his fear of malignancy and the slow healing 
and poor function of the knee. The final specimen still 
showed a perfectly benign giant cell tumor. 

The following conclusions are made: there is no 
tumor whose recurrences so frequently show sarcomat- 
ous degeneration as the giant cell tumor of bone; and 
they are best completely resected and then curetted, 
but when this is not possible because of the size of the 
tumor or because function would be lost anyway amp- 
utation is preferable. Admittedly, there are giant cell 
tumors in which an extremely careful and complete 
curettage followed by filling of the cavity with bone 
chips will result in cure. It is pointed out that the 
reabsorption of such a bone graft is commonly a sign 
of malignancy. A second or third recurrence should 
be treated by amputation. The giant cell tumors that 
are most commonly malignant are those which occur 
in the region of the femoral neck or the knee joint. 
Giant cell tumors of the upper extremities, ribs, scap- 
ula, clavical, fibula, talus, calcaneus, and of the meta- 
carpal and metatarsal bones are usually benign and 
remain such. 

The fourth section of the paper is a consideration 
of mixed tumors of the parotid and their recurrences. 
In 32 patients seen in a 10 year period there were 9 
initial recurrences (at 1 to 14 years) and 1 second 
recurrence. Three of these were histologically malig- 
nant but clinically benign on follow-up. Five cases of 
patients with parotid carcinoma are reported, in 2 of 
whom radiation therapy had been carried out before 
the malignant change occurred. These were all in 
women ranging in age from 36 to 69 years. The time 
from the beginning of the tumor to the malignant 
change varied between 6 and 49 years. The author 
concluded that mixed tumor of the parotid should be 
removed carefully with its capsule; that a recurrence 
must be viewed suspiciously but not treated by radical 
operation unless carcinoma is demonstrated by frozen 
section; and that in the presence of carcinoma the 
facial nerve must be sacrificed. The author quoted 
Williams, Dahlin, and Ghormley (Cancer, 1954, 7: 
764), who find that there was prior radiation of every 
giant cell tumor recorded as becoming malignant. 
The possibility definitely exists that in some of the 
malignant changes recorded radiation may have been 
a causative factor. Diagnostic radiation may be a 
hazard: in 1 case 30 roentgenograms, and in another 
at least 60 had been taken during the course of follow- 
up. —George S. Richardson, M.D. 


Tumors of Infancy; A Clinical Study of 100 Patients 
After Operation (Tumori dell’infanzia; contributo 
allo studio clinico con cento osservazioni chirurgiche). 
L, Pracentini and M. Caucct. Arch. ital. chir., 1956, 
81: 437. 


Sixty-eight per cent of the tumors observed by the 
authors were benign, and 32 per cent were malignant. 
Three-fourths of them occurred in children under 5 
years of age. The peak of incidence occurred in the 
second year of life. There was no marked difference 
in the sex incidence (54 per cent occurred in females). 
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Histologically and clinically it was impossible to 
classify these tumors as benign and malignant. There 
were instances in which histological examination indi- 
cated a malignant character but the clinical signs and 
course proved it to be benign; on the other hand some 
histologically benign new growths progressed to a 
rapidly fatal termination (endocranial tumors). Topo- 
graphical location seemed of greater importance in this 
respect than the histological type. Especially unfavor- 
able was the course of the tumors arising in regions of 
marked embryonal activity. 

Of the benign tumors the most frequently encount- 
ered were the angiomatous types. The concept of be- 
nignity was based essentially on the structure of the 
tumor, but of the intracranial growths the vascular 
neoplasms, although histologically benign, presented 
avery unfavorable prognosis. 

The greatest incidence of the malignant tumors was 
in the brain, kidney, and bones, but they were found 
also in other organs. One of the teratomas was of par- 
ticular interest in that it occurred in a child who had 
been preceded by two pairs of twins. 

The possibility of a tumor in a young child should 
always be borne in mind, and every available means 
of establishing a differential diagnosis should be em- 
ployed (stratigraphy, retropneumoperitoneum, angi- 
ography, electroencephalography). 

When a diagnosis has been made both the actual 
and potential malignancy of the tumors must be con- 
sidered. In favorable locations therapy consists of sur- 
gical extirpation of the lesion. No matter what the 
nature or location of the neoplasm may be, if it is ac- 
cessible to surgery, no time should be lost in determin- 
ing whether it is benign or malignant. If surgical ex- 
cision is impossible, and in instances of unfavorable 
surgical location (cerebral tumors) physical thera- 
peutic means may be tried. The cerebral tumors, the 
tumor of Wilms, and osteosarcoma have responded 
unfavorably to physical therapy (roentgen and 
radium radiation). — John W. Brennan, M.D. 


Lethal Midline Granuloma of the Face. M. T. EpGER- 
Ton and J. D. DesPrez. Brit. 7. Plast. Surg., 1956, 9: 
200. 


LETHAL MIDLINE granuloma is characterized by a 
prodromal period of nasal congestion, obstruction, 
and rhinorrhea sometimes lasting for years. Following 
this early phase there occurs a spreading ulcerative 
process beginning within the nose and extending to 
involve all structures of the midface. Eventually, the 
patient becomes febrile and undergoes general debility 
with varying degrees of pain. The process may termi- 
nate by hemorrhage, meningitis, or general inanition. 
Differentiation must be made from a wide variety of 
diseases including neoplasm, tuberculosis, syphilis, 
agranulocytosis, leprosy, yaws, rhinoscleroma, my- 
cotic disease, leishmaniasis, gangosa, and glanders. 

Less than 50 examples of this entity have been re- 
ported in the literature. Four more cases are added 
by the authors who believe the disease may be some- 
what more common than previously realized. 

The lesion is an acute necrotizing inflammatory 
disease which begins as a swelling under the mucosa of 
the nasal septum or along the nasolabial angle. Eventu- 
ally extension occurs, often including the lacrimal ap- 
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paratus. Central necrosis with ulceration eventually 
follows, and finally bone becomes exposed. Gradually 
the nasal bones, septum, palate, and maxillae are 
destroyed, but no direct bony invasion by the cellular 
process can be demonstrated. 

The microscopic appearance is variable. The most 
intense reaction occurs in the submucosa, often with 
preservation of islands of squamous and glandular 
epithelium. The process varies from an acute inflam- 
mation to necrosis and ganuloma formation. Charac- 
teristic pleomorphic cells with large nuclei and vari- 
able amounts of cytoplasm are seen. Periarterial reac- 
tion and arterial thromboses are common. Variable 
amounts of fibroblastic reaction are seen. 

Whether midline lethal granuloma represents an 
atypical tumor, infection, or a lack of immunity, is 
unknown. Histologic changes include the presence of 
large mononuclear cells in the skin, lymph nodes, and 
lung similar to those in the primary granuloma. These 
cells can be confused with those seen in reticulum cell 
sarcoma. In addition, some patients manifest periar- 
terial changes not unlike periarteritis nodosa. 

The disease may run a protracted course, or be 
rapidly fatal. Diagnosis often remains obscure and long 
periods of remission are not uncommon. 

Reconstruction usually proves complicated because 
of the degree of vascular impairment in the involved 
area. Complete débridement of all the involved necrotic 
tissue is essential for adequate treatment. Bone ex- 
posed by such procedures will undergo sequestration 
unless covered with soft tissue. 

The use of cortisone or ACTH has been successful 
in producing remissions or improvement in some in- 
stances; however, the natural tendency of the disease 
to pass through long latent periods makes the efficacy 
of this form of treatment difficult to evaluate. 

The possible relation to an alteration in immunity 
in this disease is suggested by a decrease in the gamma 
globulin in 1 of the 4 patients studied. Cortisone may 
be related to this abnormal immune reaction. 

Supportive measures, including adequate nutrition, 
vitamins, antibiotics, blood transfusion, local wound 
care, and psychotherapy must not be neglected. 

Two of the 4 patients treated are still living, and 1 
has been free of ulceration for over 1 year. The authors 
believe that the principles of treatment described may 
eventually improve the present poor prognosis. 

—M.C. Anderson, M.D. 


Case of Metastasizing Carcinoma (Argentaffinoma?) 
of Unknown Origin Showing Peculiar Red Flush- 
ing and Increased Amounts of Histamine and 5- 
Hydroxy-Tryptamine in Blood and Urine. Jan 

ALDENSTROM, BENGT PERNOW, and Hans SILWER. 
Acta med. scand., 1956, 156: 73. 


THE AUTHORS presented the history of a woman who 
had flushes and roentgenological signs of metastases 
in the lungs and skeleton for at least 7 years. Biopsy 
from an osseous metastasis revealed a carcinoma of 
unknown origin. The patient’s general condition was 
excellent. 

Biochemical and pharmacological analyses dis- 
closed the presence of histamine in large amounts in 
the blood serum and the urine. Increased amounts of 
5-hydroxytryptamine (5HT) in these fluids, as well as 
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large quantities of 5-hydroxyindole acetic acid in the 
urine, were also detected. 

The mechanism of the flushes is discussed as well as 
the excretion of both histamine and 5HT in the same 
patient in increased amount. A possible physiological 
and chemical connection between these substances is 
discussed. —J. Herman Mahaffey, M.D. 


Operations for Recurrent Carcinoma (Carcinomrezi- 
divoperationen). W. Dick. Langenbecks Arch. u. Deut. 
Rschr. Chir., 1956, 284: 460. 


RarRE BUT WELL documented reports show that an 
operation for recurrent cancer may produce a per- 
manent cure. On the other hand, carriers of so-called 
resting, recurrent, malignant foci may live in comfort 
many years if untreated, whereas an operation, by 
lowering the number of organisms, is apt to cause a 
flare-up of proliferation of the metastasis. The decision 
whether to operate or not revolves around the question 
whether a radical removal of the recurrent carcinoma 
is technically possible. 

The prognosis of a recurrence at the site of the anas- 
tomosis after a gastric resection is very poor, but in 
rare instances a second operation may prolong the 
patient’s life. 

Iatrogenic implantation metastases, such as those in 
scars after laparotomies, respond to excision relatively 
well. 

Although the remote results are very poor, primary 
as well as secondary extirpation of a Krukenberg tu- 
mor is advisable because it may produce palliative 
results. 

Recurrent metastases in regional lymph nodes 
should be removed although the prospects of cure 
are slim. 

The author is very skeptical concerning the results 
of surgical treatment of lenticular skin metastases of 
carcinoma of the breast. This condition is an example 
of carcinomatous lymphangiosis or continuous spread 
of malignant cells through the lymph channels. 

In the presence of a hematogenous dissemination 
of cancer cells, surgical treatment comes into consid- 
eration only in the rare cases in which a single me- 
tastasis can be detected. The results of extirpation of 
the easily detectable solitary pulmonary metastasis 
compare favorably with those of excision of a primary 
tumor of the lung. 

If an apparently solitary metastasis appears soon 
after the operation, there is a chance that other small 
metastases remain undetected. If the span between 
the operation and the discovery of a metastasis is 
longer, the assumption that one is dealing with a 
single nodule is more justified because if there were 
other metastases, they would also become manifest. 
Hence, an extirpation of a late solitary nodule gives a 
more favorable prognosis. The fact that another pri- 
mary tumor may be mistaken for a metastasis repre- 
sents an additional argument in favor of surgical 
attack. 

If a primary tumor and a distant solitary metastasis 
are found concurrently, the author extirpates both. 
For instance, he removes a lung cancer and a cere- 
bral metastasis, a kidney tumor and an osseous or 
pulmonary metastasis, or an abdominal neoplasm and 
a liver metastasis. The number of observations of such 


cases is still too small to form an opinion as to the 
rationale and success of such procedures. 

Although no great improvement of our statistics 
may be expected from operations for recurrent car- 
cinoma, such procedures are apt to obtain a cure or 
to render the lesion temporarily asymptomatic in 
exceptional cases. — Joseph K. Narat, M.D. 


Cutaneous Fibromas and Pseudosarcomas (Fibromes 
et pseudo-sarcomes cutanés). JEAN DE Brux and Rocer 
Gopecuor. Presse méd., 1956, 64: 1937. 


OssERVATIONS of 15 cases of well delineated dermato- 
fibromas, or histiocytomas, and 5 cases of poorly cir- 
cumscribed pseudosarcomatous fibroblastic tumors 
led the authors to the following conclusions: 

Dermal fibromas are the end results of a reaction to 
a destructive process followed by the reconstruction 
of collagen. Reticulin fibers, which form in the course 
of reconstruction of the basal substance, consist of a 
complex intermediate, precollagenous, _lipoglyco- 
proteinic material. This substance, the argyrophilic 
properties of which are transitory, becomes trans- 
formed into fibers and sclerotic plaques. Protuberant 
pseudosarcomatous dermatofibromas belong to the 
group of true tumors and consist of very active fibro- 
blasts surrounded by a fine reticulin membrane. They 
give a negative or slightly positive para-aminosali- 
cylic acid (PAS) reaction. 

From the diagnostic point of view the histochemical 
study of the stroma of cutaneous pseudosarcomas is of 
greater importance than that of the cells themselves. 
Particular attention should be paid to the amount of 
the basal glycoproteinic substance which gives a posi- 
tive PAS reaction and is deposited in the form of 
fibrils, especially around the vascular sheaths. The 
degree of potential malignancy is in reverse propor- 
tion to the density and thickness of the reticulin fibers 
and to the evidence of progressive transformation of 
this substance. The differential diagnosis of true 
fibrosarcomas and pseudosarcomatous tumors de- 
pends upon such criteria. 

The study of the morphologic aspects of reticulin 
and its reaction to PAS is essential for the diagnosis 
and prognostication of pseudosarcomatous forma- 
tions of the skin and tendons. 

— Joseph K. Narat, M.D. 


Influence of Therapy on the Transition from Lympho- 
granulomatosis to Sarcoma (Einfluss der Therapie 
auf den Uebergang von in 


Sarkom). Ge. Wistr and 
Wschr., 1956, 98: 1395. 


THE AUTHORS, of the medical hospital and the Patho- 
logical Institute of the University of Leipzig, Germany, 
found that the use of nitrogen mustard and urethane 
in the therapy of lymphogranulomatosis seems to have 
a marked cancerogenic effect. During the period from 
1930 to 1948 patients with lymphogranulomatosis were 
treated with radiotherapy, in addition to arsenic and 
colchicin which were used on a number of patients. 
During this period only 2 cases of transition to sarcoma 
were observed among 198 patients with lymphogranu- 
lomatosis. Beginning in 1949, patients with lympho- 
granulomatosis were treated with nitrogen mustard 
and urethane, and in the period from 1949 to February 
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of 1956, sarcoma developed in 16 of the 148 patients 
who received this treatment. 

Other authors found even a much higher incidence 
of the transformation of Hodgkin’s disease to true sar- 
coma under the influence of these new cytostatic drugs 
(58 sarcomas in 190 cases in one series). The authors 
of this article believe that the comparatively low inci- 
dence in their cases is explained by the fact that the 
patients who had “scattered sarcomatous isles” were 
not counted as having sarcomas in this series. 

— Werner M. Solmitz, M.D. 


Alveolar Soft Part Sarcoma. Joun V. Hurtey. Austral. 
N. Zealand F. Surg., 1956, 26: 122. 


Tuis REPORT deals with a peculiar soft tissue tumor 
that is found in relation to skeletal muscle and which 
has a very controversial histologic structure. In review- 
ing the literature the author finds that in a meeting of 
American pathologists in 1946, 12 tumors were de- 
scribed which had no striking macroscopic features but 
showed a very characteristic histologic appearance of 
a “pseudoalveolar or organoid”’ arrangement of cells, 
quite distinct from any other tumor type found in 
association with skeletal muscle. These tumors were 
unrecognized by this group and at this time the name, 
alveolar soft part sarcoma, was coined. 

Two cases were presented. The first was of a female 
aged 21 with a lump in the thigh that had been present 
for 6 years. The tumor was removed and found to be 
densely adherent to the muscles of the thigh. It had a 
dense capsule and the cut surface was white in color 
with scattered areas of hemorrhage and softening. The 
tumor presented a remarkably uniform appearance 
throughout and was composed of polyhedral cells with 
abundant eosinophilic cytoplasm and relatively small 
inactive vesicular nuclei. In some cells cytoplasmic 
vacuoles were a prominent feature. The cells were 
arranged in groups separated by capillaries and fine 
reticular fibers to produce an “‘organoid”’ appearance. 
In many areas the central cells of such groups were 
absent and a “pseudoalveolar” appearance resulted. 
Mitotic figures were not seen in any appreciable num- 
ber despite careful search. 

The patient was in good condition 5 years after the 
operation and subsequently she could not be followed. 

The second case was that of a 32 year old man who 
was kicked by a sheep in the left elbow. A hematoma 
developed which was evacuated by his local doctor. 
Two months later he presented himself with a lump 5 
centimeters in diameter on the flexor aspect of the left 
forearm just below the elbow which was pulsatile and 
obviously extremely vascular. Operation at this time 
revealed two vascular tumors, 7.5 by 6 centimeters 
and 2 by 1.5 centimeters respectively, in the left fore- 
arm superficial to but infiltrating into the flexor mus- 
cles just below the elbow. A clinical diagnosis of sar- 
coma was made and a wide local excision carried out. 

Five weeks later a swelling 9 by 4.5 centimeters was 
found to occupy the upper two-thirds of the operated 
region and an enlarged and hard node was felt in the 
axilla. Deep x-ray therapy was given and over the next 
4 months the mass did not increase in size, but chest 
roentgenograms 9 months later showed multiple sec- 
ondary deposits in the lungs. The patient’s general 
condition deteriorated and in 18 months a pathologic 
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fracture of the left elbow developed, soon after which 
he expired. 

Histologically, the appearance was almost identical 
with that seen in the first case; the nuclei did not look 
active but the tumor cells were found in blood vessels 
on at least one occasion during the serial studies. 

In 10 cases of a similar tumor reported by another 
author, 9 of the patients had metastases. Another 
study showed that of 10 patients adequately followed, 
6 had metastases and 4 of these have since died, while 
4 have remained well over a period of 5 to 15 years. 
In 1 case metastasis occurred 18 years after the removal 
of the primary tumor. 

Although many authors regard these tumors as 
arising from chemoreceptor tissue because they re- 
semble tumors of the carotid body, this author believes 
that there is considerably more evidence against this 
origin than for it. — Matthew H. Evoy, M.D. 


Chondrosarcoma, a Surgical and Pathological Prob- 
lem; Review of 212 Cases. Davin C. Dauuin and 
Epwarp D. HEnperson. 7. Bone Surg., 1956, 38-A: 
1025. 


A GRADUAL EVOLUTION in the diagnosis and treat- 
ment of cartilaginous tumors has occurred over the 
past 50 years. In the early part of the century neither 
the surgeon nor the pathologist understood the basic, 
deadly nature of these relatively uncommon tumors. 
The slow growth and long interval of time between 
recurrences in many cases of chondrosarcoma made 
short-term follow-up of little value in understanding 
the basic nature of this tumor. Gradually, correlation 
between the histopathologic nature and the clinical 
behavior of hyaline-cartilage neoplasms has led to 
criteria for predicting their malignancy. Even in re- 
cent years, however, experienced observers empha- 
size the difficulties in diagnosis of some of the “‘border- 
line” lesions. In the past 25 years or more there has 
been increasing emphasis on prompt diagnosis and 
early, radical, definitive surgical treatment of proved 
chondrosarcomas. The authors’ study of 212 cases of 
chondrosarcoma of the trunk and extremities in which 
surgical procedures have been performed at the Mayo 
Clinic in the period from 1905 to 1955 clearly demon- 
strates this evolution in diagnosis and treatment. The 
clinical course of the disease in all of these cases was 
studied in an attempt to establish a pattern to explain 
the natural history of the disease and also to evaluate 
the results of treatment. 

Chondrosarcomas constituted 7.6 per cent of the 
primary malignant bone tumors in the Registry of 
Bone Sarcoma of the American College of Surgeons. 
In the authors’ experience, chondrosarcoma is twice 
as common as Ewing’s tumor and half as common as 
osteogenic sarcoma. More than half of the 212 tumors 
which they studied occurred in the pelvic girdle and 
ribs. Eighty-four per cent were found in the trunk and 
the upper ends of the femors and humeri. There was 
a strikingly low incidence of malignant tumors of 
cartilage in the peripheral portions of the extremity, 
with only four examples in the hands and feet. 

Of the 212 patients, 138 were male and 74 female. 
The peak incidence was in adulthood and old age. 
One patient was in the first decade of life, and only 3 
patients were in the second. Local pain and swelling, 
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alone or in combination, are the usual presenting 
complaints. Except for some of the tumors of the 
pelvic girdle, localization of these tumors is easy. As 
in other osseous lesions, the character of the pain or 
swelling offers little differential diagnostic aid. Lab- 
oratory procedures add little if any diagnostic infor- 
mation. Roentgenographic examination is helpful. 
Destruction of bone and mottled calcification at the 
involved site are the most common roentgenologic 
findings. Many of the central tumors of long bones 
produce a fusiform expansion of the shaft associated 
with thickening of the cortex. This picture associated 
with cortical destruction or with mottled or fuzzy 
calcification within the tumor is especially charac- 
teristic. 

Chondrosarcoma is a neoplasm of slow growth that 
usually kills by local enlargement, but that may 
metastasize through the blood stream or lymphatics. 
It is important to differentiate it from the nonmalig- 
nant chondromatous variants. It is customary to di- 
vide chondrosarcomas into central and peripheral 
types according to location and to divide them further 
into secondary and primary types according to the 
existence or absence of a pre-existing benign neo- 
plasm. 

Histologic features indicative of malignancy in- 
clude the presence of many cells with plump nuclei, 
more than an occasional cell with two such nuclei, 
and any giant cartilage cell with single or multiple 
nuclei. For proper surgical treatment an adequate 
biopsy specimen should be obtained. 

The treatment and the evaluation.of its efficacy 
are difficult because no chondrosarcoma is anatomi- 
cally exactly like any other. If the chondrosarcoma is 
of a low degree of malignancy and is located far 
enough from the trunk that a recurrent lesion will be 
operable, one may institute conservative treatment, 
such as excision, recognizing that a few tumors when 
they recur will be capable of metastasis. Malignant 
cartilaginous tumors in or near the trunk demand 
radical procedures at the first operation because re- 
current lesions in these locations are usually incurable. 


In the extremities, amputation is generally the opera- 


tion of choice, although occasionally, for a small 
tumor, block excision with replacement of the long 
bone by a bone graft is feasible. In the pelvis and 
shoulder girdles an occasional tumor can be excised 
en bloc, but in the majority of cases radical excision 
is indicated. In the proximal part of the humerus an 
interscapulothoracic amputation and in the proximal 
part of the femur an interinnominoabdominal ampu- 
tation are the surgical procedures of choice. 

The danger of implanting viable ceils in the surgi- 
cal or biopsy incision was emphasized. Implantation 
of viable cells in chondromatous tumor is perhaps 
facilitated by the fact that normal cartilage derives its 
nutrition without a direct blood supply. The surgeon 
who hopes to cure a chondrosarcoma must design his 
operative incision so that it can be included in and dis- 
carded with the excised or amputated surgical speci- 
men. 

Curettage of central chondrosarcoma can at best 
be considered palliative therapy and too conservative. 

Surprisingly good results as regards relief of symp- 
toms and actual temporary regression of the size of 
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the tumor have been obtained in enough cases to 
suggest that roentgen therapy might be worthy of 
further investigation as a therapeutic aid. A 10-year 
interval without further appearance of the tumor is 
necessary in the authors’ opinion to establish a cure, 
It is important that this interval be counted from the 
last surgical attack on the tumor and not from the 
first appearance of symptoms. 

Osteogenic sarcoma with a prominent chondroid 
component should not be grouped with chondrosar- 
coma. 


Surgical Treatment as Complicated by Prior Adreno- 
cortical Steroid Therapy. Mark A. Hayes. Surgery, 
1956, 40: 945. 


PRIOR TREATMENT with ACTH or cortisone may signi- 


ficantly alter an individual’s ability to adjust to a - 


stressful situation such as an operative procedure. The 
author reviewed a series of 53 operations performed on 
patients admitted to the Yale University service who 
had coexistent or primary disease which might have 
warranted the administration of steroid therapy at 
some period of their disease. Twenty-eight patients 
had received steroid therapy at some time, and 15 
developed a shock state refractory to blood replace- 
ment during an operative procedure or immediately 
after operation, an incidence of over 53 per cent. 
During the same interval (24 months), 25 patients with 
the same diagnosis who had never received adreno- 
cortical steroids were operated upon without a single 
episode of shock. The majority of patients were oper- 
ated upon for chronic ulcerative colitis or splenic 
disease. 

From the data presented, it appears that total dos- 
age, duration of therapy, and time free from steroids 
give no reliable information as to pituitary-adreno- 
cortical responsivity for surviving an operative pro- 
cedure. Nine patients either on steroid therapy or who 
had received it in the past were prepared for surgery 
with depot cortisone 24 to 36 hours prior to operation; 
6 of the patients thus prepared experienced severe 
shock. Eleven patients were prepared for operation by 
prior therapy with ACTH, and all were carried through 
the procedure with this hormone. 

The author suggests the following course of manage- 
ment of steroid patients preoperatively and during 
operation: 

1. When the patient is known to have received either 
steroid therapy or ACTH in the past, but is not re- 
ceiving either at the time, great importance is at- 
tached to the eosinophil response to an 8 hour infusion 
of 5 per cent dextrose in distilled water containing 20 
units of ACTH. A positive test is an 80 per cent drop 
in the eosinophil count in the first 4 hours, and a fall 
to 90 per cent in the next 4 hours, and indicates an 
adrenocortex capable of responding to ACTH. Opera- 
tion is conducted without further preparation. A 
readily soluble form of adrenocortical steroid should 
be kept in the operating room should the necessity 
arise. 

If the eosinophil test is negative, i.e., less than 80 
per cent fall over the first 4 hours, 8 hour infusions of 
20 units of ACTH are repeated daily until a satis- 
factory response is obtained. Operation is then con- 
ducted with a constant infusion containing 20 units of 
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ACTH per liter, continuing the infusion throughout 
the day of the operation. For the first postoperative 
day, 20 milligrams of ACTH is given intramuscularly 
every 4 hours. Each subsequent day, a single alternate 
dose is omitted. Postoperative complications will in- 
crease the requirements for steroids. 

2. When the patient is receiving ACTH at the time 
of operation, the operation and postoperative period 
is managed as above. 

3, When the patient is receiving adrenocortical 
steroids at the time of the operation, daily 8 hour 
ACTH infusions are administered as the steroid is 
gradually withdrawn, usually requiring 3 to 5 days. 
This conversion is followed closely by 4 and 8 hour 
eosinophil counts. With adequate preparation, the 
operation and convalescence are managed as outlined. 

4, When the patient is not known to have received 
steroid therapy until shock occurs, usually during the 
operative procedure, a relative adrenocortical insuffi- 
ciency is suggested when the shock is inconsistent with 
the magnitude of the operative procedure or is ir- 
reversible to clinically estimated adequate blood re- 
placement. If possible, an eosinophil count should be 
done at once; if it is more than 10 to 15 per cubic 
millimeter, steroid therapy should be started at once. 
If facilities for doing the eosinophil count are unavail- 
able, a therapeutic trial of steroid administration 
should be given. It is advised that 200 milligrams of 
hydrocortisone should be given intravenously as rap- 
idly as possible. There is a rapid blood pressure re- 
sponse if adrenocortical inefficiency is present. Main- 
tenance for the remainder of the operation is obtained 
by giving 200 milligrams of steroid in each 500 cubic 
centimeters of blood. Convalescence is managed by a 
tapering schedule of the soluble steroid intramuscu- 
larly at frequent intervals over the next 5 days. 

The author outlines an alternate schedule, using 
soluble steroids, which has been found to be equally as 
satisfactory as ACTH. 

Elective operation. On the preoperative day 50 mgm. 
of cortisone are given intramuscularly in each of 4 sites 
at 6 P.M. (total 200 mgm.). On the operative day 
50 mgm. of hydrocortisone are given intramuscularly 
in each of 2 sites just before premedication (total 100 
mgm.) and 100 mgm. of hydrocortisone are given in 
each 500 c.c. of blood or fluids given during opera- 
tion. Vote: The patient should come to the operating 
room with 6 ampoules of hydrocortisone (100 mgm. 
each). At the completion of the operation 100 mgm. of 
hydrocortisone should be given intramuscularly. 

Emergency operation. Prior to the operation 100 mgm. 
of hydrocortisone should be given intramuscularly in 
each of four sites, and 100 mgm. of hydrocortisone 
should be given with each 500 c.c. of fluid or blood. 
Six ampoules of hydrocortisone should be in the opera- 
ting room for the anesthetist, and 100 mgm. of hydro- 
cortisone should be given intramuscularly at the end 
of the operation. (5) Withdrawal should be done as for 
elective procedures. — Edward M. Miller, M.D. 


Hemipelvectomy; Experience in a Series of 39 Cases. 
Norman L. HicinsoTHAM and L. Cory. 
Cancer, Philadelphia, 1956, 9: 1233. 


THE PRINCIPAL INDICATION for hemipelvectomy the 
authors state was the presence of a primary malignant 
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bone tumor. Chondrosarcoma predominates in the 
authors’ series of 39 cases. They do not believe that 
hemipelvectomy is generally indicated in cases of 
osteogenic sarcoma. Ordinarily a diagnosis of giant- 
cell tumor does not call for radical surgery but, when 
previous conservative surgery and/or radiation therapy 
fail to control the tumor, heroic measures may be 
justified. 

In the authors’ series there were 28 males and 11 
females. Their youngest patient was 17 years of age 
and the oldest was 65. It may be of some significance 
that 7 patients were more than 60 years of age and all 
had satisfactory postoperative convalescence. 

The primary tumor presented in the innominate 
bone in 31 cases. In 5 cases the lesion was in the upper 
end of the femur but so extensive that hip-joint dis- 
articulation would have been inadequate to remove 
the entire tumor. Two patients had previously had a 
hip-joint disarticulation but required hemipelvectomy 
because of recurrence in the acetabulum, and 1 pa- 
tient had spread of a primary giant-cell tumor in the 
neck of the femur into the acetabular area, neces- 
sitating hemipelvectomy. 

There were 3 postoperative deaths, a rate of 7.7 
per cent. This low figure may be largely attributed 
to the advantages of a recovery ward, the avail- 
ability of adequate amounts of whole blood, and the 
detecting and correcting of all associated conditions. 

The surgical technique is described quite fully. 
The complications included delayed wound healing 
and metastasis. Fifteen of the patients have been suc- 
cessfully fitted with a prosthesis. 

—Ely Elliott Lazarus, M.D. 


EXPERIMENTAL SURGERY 


inet Hemorrhage; the Deleterious Effect of 

ypothermia on Survival and a Comparative 
Evaluation of Plasma Volume Changes, Joun N. 
Witson, STROTHER B. MARSHALL, VirGINIA BERES- 
FORD, VERNON Montcomery, and Others. Ann. Surg., 
1956, 144: 696. 


ANESTHETIZED Docs in hypothermic states tolerate 
large and rapid hemorrhages poorly. The data of 
these experiments indicate that the defect in the hypo- 
thermic animal may be a failure to restore plasma 
volume from extravascular fluid reservoirs, a me- 
chanism which the normothermic animal uses to re- 
store its effective circulation. After the restoration, 
blood pressure is maintained even when the extra- 
vascular fluid (which entered the plasma during the 
immediate posthemorrhagic period) returns to its ex- 
travascular origins. —Leonard D. Rosenman, M.D 


Suture Technique and Wound Healing; an Investiga- 
tion Based on Animal Experiments. Stic Borc- 
sTROM and Puitip SANDBLOM. Ann. Surg., 1956, 144: 
982. 


IN THIS EXPERIMENTAL STUDY standard wounds 40 
millimeters in length were made on each side of the 
back of the rabbits. The effects of suture form, vari- 
able suture spacing, tension of the suture, the in- 
fluence of plain and toothed forceps, and the varia- 
tions in tissue tension were evaluated. No significant 
difference could be found in the tensile strength of 
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wounds closed with interrupted through-and-through 
sutures and those closed with interrupted mattress 
sutures. Similarly no difference was noted between 
the tensile strength of wounds closed by continuous 
through-and-through suture and those closed by 
continuous blanket suture. No difference was seen 
in the tensile strength of continuous through-and- 
through and interrupted through-and-through sutures. 

With regard to spacing, no difference could be 
shown between wounds closed with sutures .5 centi- 
meter apart and those 1 centimeter apart, so long 
as the wound margin was accurately approximated. 

No difference in tensile strength could be found 
between wounds closed with continuous through-and- 
through sutures pulled so that the wound margins 
were loosely adapted, as compared with those pulled 
as tight as feasible with fine suture material. 

Again the use of plain forceps or toothed forceps 
produced no significant difference in the tensile 
strength of wounds otherwise closed identically. 

When wounds were maintained under considerable 
tension during healing a significant decrease was 
found in their tensile strength as compared with 
wounds identically produced and closed under no 
tension. —Robert W. Williams, M.D. 


Animal Experiments on the Influence of the Hypo- 
physial Growth Hormone upon Normal and Frac- 


tured Bone (Tierexperimentelle Untersuchungen 

ueber den Einfluss des Wachstumshormons der Hypo- 
hyse auf den gesunden und frakturierten Knochen), 

Ww. BERNASCHEK. Klin. Med., Wien., 1956, 11: 477. 


THE GROWTH HORMONE is secreted by the eosinophile 
alpha cells of the anterior pituitary gland and acts 


directly upon the cells of the body. Implantation of 
the hypophysis or the injection of somatotropic hor- 
mone (STH) in experimental animals results in great 
weight and size increases within short periods of time 
which are not observed in control animals. In partic. 
ular, the growth hormone influences the proliferation 
of the epiphysial cartilage cells, while the gonadal 
steroids act antagonistically by furthering the epi- 
physial closure. The tibia of the rat is known to bea 
sensitive indicator of the somatotropic, or growth, 
hormone (STH). 

On the basis of numerous experiments, the author 
reports the results showing the influence of STH alone 
and in combination with testosterone propionate upon 
the intact and fractured tibias of juvenile hypophy- 
sectomized and normal rats. The injection of STH in 
both hypophysectomized and normal animals fur- 
thers the growth of the tibia, which growth manifests 
itself macroscopically in an increased length and 
histologically in an increase of proliferative processes 
in the region of the epiphysis. Simultaneous adminis. 
tration of testosterone and STH inhibits to a great 
extent the action of the latter in animals with an 
intact hypophysis; in hypophysectomized rats, how- 
ever, the inhibition is not only absent but gives way 
to an increased growth. Similar results were observed 
in cases of fractured tibia. STH injections result in 
increased callus differentiation both in the presence 
and absence of the hypophysis. Testosterone inhibits 
the action of STH in normal rats. In animals which 
are hypophysectomized both hormones seem to act 
synergistically as judged by the greatly increased 
rate of callus differentiation. 

—Victor R. Fablokow, M.D. 
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